YAAghe nstarhe Lents: 





TES SN 





» \, SS SS 
y MERE TS HRT 
IN NAY AW a RY 


wD wes Se eA 


, FAM ZT 


Se SS Z — 
id (4 m1] § = 
SC 


: AS nie 


- aww Gg ——=> 
\— Czar SS Z———— 
——<———— 





Cn MS OS IOI ENTS TAME ELAS OID a LL OA OR RIE EAR ARLE LL ELA SARL B ELE ONTENAE AAAS AEN ON Ee 


LG GTMEET 


We 





fos 


= 
7 
N 





COMMUNITY OUTREACH III - A Summary 
Report by the Student Health Coalition- 
Appalachian Project 


June 1971 - June 1972 


VANDERBILT UNIVERSITY. 
MEDICAL CENTER LIBRARY 


FEB 14 1980 


NASHVILLE, TENNESSEE 
37232 


VANDERBILT UNIVERSITY 
MEDICAL CENTER LIBRARY 


AUG 81 1981 


NASHVILLE, TENNESSEE 
37232 


If. 
III. 


IV. 


Ve 


VI. 


VII. 


VIII. 


IX. 
Xe 


Table ef Contents 


Background, Projected Goals and Job Desoriptions 


List of Participants - 1971-1972 


Community Workers 
A. Rersonnel 
B. Bvaluations 
1. Briceville 
2. Deer Lodge 
re Ployd County 
- Hanseck County 
5. New River 
6. White Oak 
Technisians: 
A. Bergonnel 
B. Evaluations 


Pediatric Examiners 
A. Personnel 
Be Evaltations 


Adult Examiners 
A. BRersonnel 
B. BYaluations 


Physicians 
A. ESeveue? 
Be aluations 


Special Projects 
A. Personnel 
B. fax Assesment 
C. ve Our Cumberland Mountains--strip mining 
D. Hous ing 
E. Report on the National Health Care Crisis 
F. Position Paper by SHC .on Rural Health Care 
. Delivery and Current Legislation 
G. Student Health Coalition=-A Study 
H. Abraham Jacobi; Award Adress--Dr. Amos Christie 


Medical Data 
Budgets 1971-1972 


Pe - 


62 
63 


$6 


101 
121 
124 
130 


181 
202 


218 
278 


sackground 3 

The Student Realth Coalition was organized four years ajo by 
Severel medical students interested in the problezs which surround 
mecical health care delivery systens in this ccuntry. Their perti- 


ry F; . 8 
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cular intesest was in the rural aree o% 
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past three sumaers the SHC has engaged in the provision of nHealtn 
reirs, whien include screenines tests enc physicals, to areas into 
which it has been invited by community “wroups. In addition to the 
lerze scaled Herlth Feirs there have been two other niain divisions 

of the Suc, These are the Conmuni ty Workers and students involvec 

In Special Projects. The Community Workers have several duties, as 
follews; to work with the heelth sroup in the comunity to enhance 
its viability, to nelp prepare communications and transportation for 
the Eealth Feirs, end to involve thenselves actively in the follow- 
up of the Smeal aE ISRCED she Special Projects personnel wore in- 
volved in projects dealing with problems which a particular coimaunity 
has indjcated is of particular concern.to them. Both of these latter 
groups work in communication and in conjunction with indisenous mem- 
bers of the community. Examples of such projects are those of hous- 
ing, lewal aid, and the tax assessment on and. 

Althoush the main thrusts of the Coalition's work takes place 
in the sunmer, project work for the past two years has continued 
tnrougn the rest of the year. Several physicians have continued 
through the year to return to the established clinics for follovi-up 
activity end one physician renained until January 1 in one clinic. 
Several of the law students have continued to return to follow the 


cascs whicn they besan in the summer. aAnd, finally, a few graduates 
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working on a housing project and community organization have chosen 
to remain indefinitely to work in the area. 

Within the Coalition's concept lies several basic principles 
to which we direct ourselves when constructing plans or initiating 
changes within our organization. The Student Health Coalition e- 
lieves ins 1) students controlling the development and direction 
of the project; 2) SHC support of local representative community 
groups organizged for the purpose of improving their community's 
health; and 3) the Beeapitenment within the university of a struc- 
tured department from which the yniversity community can support 


such principles. 


General Goals: 

Since lest year's activities the Vanderbilt Center for Health 
Services has developed. This center was the result of student, fac- 
ulty, end community cooperation and sueeeeual the possibility of de- 
veloping as a unique structure for faculty, student, AND community 
initiative in the field of health care delivery. From the Center's 
document of goals, I quote the definition of health to which the SHC 
adheres: “For the Center's purposes ‘health’ means not only freedon 
from disease, but also the general well-being of an individual--sociel, 
political, economic, environmental, educational, and psychological." 
With this concépt in mind the SHC involves itself. in the pursuit of 
innovative programs to modify or develop health eae delivery systens. 
The approach is not, and can never be, strictly medical; and, according 
to this idea, the personnel and projects of the SHC mirror the multi- 


disciplinery approach that seems essential when working for solutions 


to the problem of health care delivery. 
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A second goal involves the previously. mentioned Center. The 
encouragement of the University to take a proper role in the field 
of community health is an issue of particular importance. In order 
to adequatély review and implement change within the health care de- 
livery system, it remains paramount that the University involve it- 
self. Education of involved students is part of the ansvier, while 
the rest of it lies in the establishment of a framework for such 
change within the University. Both of these objectives have been 
partially realized and now as a further goal we wish to broaden the 
base of this framework to include a greater number of the institutions 


cf learning in the area, 


Hural Project Specific Goels: 

1. The continuation of support of the Resional Health Care System. 
in the Clear Fork Valley. The SHC has been cooperating for thee 
years in the attempt to provide a conprehensive health care delivery 
network in that area. Three community clinics have now become opera— 
tive and staffed. Our role in this areca would be supportive by means 
of several special projects pertaining to health run under the aus- 
pices of the established clinics and their community groups. 

2. The continuation of support of the Briceville Clinic and health 
Council, other health councils with which we have worked and cooper- 
ated, and the newly formed five county community organization known as 
Save Our Cumberland Mountains. The obligation in the first two inci- 
dences will be fulfilled in terms of special project. personnel or 
Specific medical personnel working with and under the direction of 
this community's health councils, The latter obligation will be ful- 


filled by assigning research or community organization personnel to 
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this group to aid its needd related to the problems of health, as we 
are called upon. This group consists of many of the same persons who 
ure members of the several health councils with which we have worked. 
It is in the interest of the community and the project that we main- 
tain a continuity by further involvement as the community sees fit. 
3), The expansion of Health Fairs in the four county area consisting 
of Campbell, Claiborne, Morgan, and Anderson Counties. This objective 
is the largest and requires the greatest amount of output in terms of 
personnel and financing. The area is limited this year in line with 
the policy that the SHC feels it *s important to limit the geographic 
dispersity of these Heelth Tairz and community health councils with 
which we work in order to strengthen the community councils’ ability 
to cormunicate and cooperate in future endeavors. 

4, Wew additions in our program in order to involve the community 
in a greater role of nen pon eiy cies, end to channel more of the funds 
into the communities themselves. The Eastern Tennessee Development 
District has expressed an interest in our program and wishes to co- 
Operate in our efforts toward an improved health care delivery preter 
for the area. By working with their existing Youth Leadership FProzran 
we wish to hire severel of the local youths to work in our program 
in order to encourage and accelerute local citizen participation. 
Also, as a part of these efforts we will have people in the field 
prior to the health fairs to train local people to do many of the 
technicien work required, i.e. height and weight, urinalysis, and 
blood pressures. The money used last year to hire students to do 


these jobs could be directed instead to the locel health council to 


help thea pay for such expenses as food incurred during the health 
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fair or to be used for a Health project in their comnunity (nelping 
to run their clinics, etc.) 

5. Further involvement of other universities and collezes. AS nas 
been the policy in the past, the hiring of a few persons from outside 
the area is felt to accomplish two main goals: firet, the exposure 
Ohathe BS aE to the protlems pertaining to rural nealth care de- 
livery; and second, the possibility that this exposure might encourage 
them to develop other prograns in their home rural areas or stay on 
in a rural area to work, es some of the former SHC personnel have done. 


e 
Job Descriptions: 


1. Health Fairs 

a. Technicians; These workers will be trained mecical and com- 
munity people who will perform the following duties during the Heeltn 
Fairs registration, the taking of histories, blood pressures, helgnts, 
weights, urinalysis, immunizations, adult and peciatric bicod work, 
X-rays, and eledtrocardiograms. The jobs, which by nature jmply tne 
need for greater backwround and training, i.e. blood drawing, immauni- 
zations, electrocardiograns, and x-rays, will be handled by exper- 
fenced medical personnel and all jobs will be supervised by several 
specially trained workers, 

b. Clerks; Full time personnel are needed to oversee charts 
and records so that they might be properly handled and another employee 
is needed to direct the equisition and distribution of supplies. 

c, Medical, Dental, and Nursing Students: These trained medi- 
cal personnel will be used to perform screening physicals under the 


supervision of doctors and dentists, who will be on hand at all times, . 
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@®s well es to hancle such obs @s blood drawing, the taking of el+¢ectro- 
cardiorrams, and the siving of immunizations. 

dad. Physicians and Dentistss These professionals shall be used 
to supervise the work being done by all medical personnel, to handle 
emergencies that may occur, and to supervise the medical follow-up and 
treatment of screened individuals. 
2. Communities | 

a, Community Organizers: These students from various univer- 
Sities and from the Eastern Tennessee Development District's Youth 
Leadership Frogram shall have the "duties mentioned above in the section 
designated "Background", Besides these duties it is felt that the 
interaction between those students from outside the area and those 
who are indigenous members of the arca will be beneficial to their 
development and the ‘project's further success. Secondly, the inter- 
action between students and local community people is a source of edu- 
cational enrichment for both, while serving the functional purpose of 
enhancing constructive community development. | 

be. Special Projects: As mentioned, these projects result from 
@ special problem perceived by a particular community. As the parti- 
cular community wishes the SHC to aid in the pursuit of the solution 
of these problems, students with special skills relating to that problem 
will be hired. It is the objective of these students to: 1) become 
familiar with the idiosyncracies of the problem as it exists in the 
particular community, 2) work for the solution of said problem, and 
3) work with specially interested members of the community in order to 
share his/her skills with the community such that when he/she leaves 


that there remains within, the community persons who have received 


enough skills to pursue further the solution desired by the community. 
Projects which have been suggested includes housing, first aid, nu- 
trition, speech therapy, recreation, engineering (landscape tech- 
niques, etc.), marketing, and industrial development. Public Health 
officials of the area have ulso indicated several projects that they 
hope we can aid in terms of specialized personnel. These projects 
are not to circumvent or compete with existing institutions dealing 
with such problems, but are to be complementary and provide further 
impetus to the solution of the problems understood to exist by all 
concerned. The continuation and expansion of the legal aid project 
is also planned (see addendun). 

c. Community Work Group: This group is made up stricly of 
community personnel from each area into which we travel with a Health 
Fair. They are the persons trained in advance to do much of the tech- 
nician work at the Health Fair. The group is organized by each com- 
munity*’s council. The monies earned by the community work group are 
determined by the number of the fourteen jobs they are able to fill. 
The money that students would have been paid to do those jobs is then 
turned over to the Health Council to use as they best see fit. The two 
purposes seen in the Work Group are as stated before: the community 
becomes more responsible for the activities of the Health Fair, and 


the community is able to realize a greater amount of the monies. 


Student Health Coalition 


Albers, Leah Lynn 
Anderson, Julie Catherine 
Anderson, Milton Henry 
Austin, Dorothy Jean 
Barr, Ralph Ivan 

Barry, Mary 

Becker, Stephen Mayes 
Beckford, John Gordon 
Bell, Linda I 

Black, Deborah Lou 
Blaydes, Karen Sue 
Bolling, Barbara Ann 
Bryan, James Nelson Jr. 
Buchanan, Mary E. 

Burr, Carolyn 

Burr, Richard Hudson, III 
Carlson, Susan Lee 
Chathan, Rebecca Elizabeth 
Cogswell, Robert Gireud 
Colby, Suzanne S. 
Davidson, Richard Alan ~ 
Davis, John Emmeus: 
Durfee, Carol Highes 
Durfee, George H. 

Dow, William Watlington 
Dutt, Philip Lee 

Ecker, Margaret Anne 


Fairchild, Emily Lombard 
Fox, Jean Elaine 

Fox, Richard Allen 
Gaventa, John Price 
Gayle, Carolyn Anne 
Giles,.Ben M.,,Jr.. 
Graff, Michael 

Haines, Carol Sue 
Hartnett, Jan Virginia 
Hammond, Rosalie Hazlehurst 
Heasty, Mary Flemming 
Hoback, James William 
Holzen, Tom 

Ingram, Margaret Elaine 
Jenkins, Elizabeth Ann 
John, Tom 

Jones, Crystal Ann 
Kennedy, John Lee 
Kissinger, Sherry Lenore 
Klyce, Carolyn Alice 
Kreisle, Helen A. 

Lang, Gary John 

Little, Joseph Alexander 
Logan, Burton Belden 


' Lundberg, William Thomas 


Macon, Dal Randall 
Marshall, Terry Allen 
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McClanahan, William Harvey, Jr. 
McCollum, Phyllis Ann 
McDowell, Lucy Jane 
Massey, Richard Morgan 
Miller, Mary Ann 

Moss, Pete 

Moyer, Ruth Ann 

Nicks, Margie 

Orr, Merle Thompson 
Outhier, Betty Ruth 
Paster, Darrell Lester 
Phillips, Jeanne Allison 
Pierle, Marisue 

Platt, Sara Catherine 
Rasmussen, Lief 

Reimer, Susan 

Richard, James Marshall 
Rubins, Nancy Jane 
Rudolph, Martha Jane 
Scott, Elizabeth Lloyd 


Schiff, Charles 

Smith, Bonnie Susan 
Smith, Donna Harden 
Smith, Sharon Jean | 
Spencer, Harrison 

Swint, Mary Ruth 
Taninecz, April 
Thompson, Robert Blakey 
Thren, Christine Mary 
Truitt, Mary Alice 
Uchiyama, Linda Joyce 
Vander Els, Bella Elizabeth 
VanerNaald, Nancy Dianne 
Williams, Robert Harvey, Jr. 
Wodicka, Susan Marie 
Woodard, Martin Harold 
Wyatt, Deede Schmidt 
Wyatt, Robert Jethro 
Zecchini, Sandra 
Zimmern, Samuel Hyams 
Zischang, Sherry Lynn 


Briceville 
Linda Bell 
John Davis 
Muffy Ecker 


Karen Blaydes 


Deer Lodge 
Chris Thren 


Marty Woodard 
Dick Burr 


Carolyn Burr 


Floyd County, Ky. 
Sara Platt 
Jack Beckford 


Frakes, Ky. 
Pegsey Ingran 


Community Workers 


Hancock County 
Darrell Paster 
April Taninecz 
Deede Wyatt 
Robert Wyatt 
Bill Lundberg 


New River 
Sharon Smith 


Ben Giles 


white Oak 
Leah Albers 
Bill Dow 
Charles Sohiff 
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Briceville 


lf you go up the hill past my house in Briceville, you go 
past Kids playing barefoot in the sun--past old men sitting on vorche:, 
past houses that have become familiar through many visits. If you go 
fur enough up that hill, along the gravel road, you come to tne 
Laurel Grove Cemetary where minors from the Cross Mountain mine disacter 
Of 1911 are ouried in a circle. It is a very quiet place, very ::till. 
You can see a part of Briceville down below, through the trees. All 
the family nanes are there--~Duncan, Braden, Stonecipher, hatmaker, 
inillips--senerations on the quiet hill--babies and grandfathers «and 
cousins and uncles. Years of history and struggle--years of individusl 
and collective joys and sorrows. Years of @ deep common heritage--in 
tne land, in the coal, in the mining. I went up that hill last Octover 
when the leaves were turning and the wind was beginning to dnlow cold. 
it was impossible to avoid the realization that winter was imminentl-- 
tht soon there would be no green, no freth foods, no mountain walks, 
no porch sitting, no pnarefoot playing in the sun. Only wonderin: where 
the coal would come from or it the potatoes would last or when the snov' 
“sould melt. A time to get through. Reality is winter. neality 1s the 
wenerations on the hill. 

As a primarily student oriented nroject, we've come to learn, 
to see what the university has never shown us--understandable enourh 
+8 3 nersonsl reason for our particivation. We've looked at our owr. 
Legvorariness and sought to contrioute something permanent by workin 
to estaolich clinics that will vo on after we leave. Yet wantin» to 
nveid tne "lLineral do-gooder" imave--"doing for the poor and helpless," 
we've fashioned ourselves 4S a radical group and operated on the basis 
of i community doing for itself, controlling its own destiny--1its 
“wn wlternative systems, specifically Health Councils controlling 


t.elrc own primary health care facilities. We have come from a goin 
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orLeated, «action oriented culture to a place where process and 
fesuence and the slow movement--~the generational movement of time 
mare dominant. we€ aS a project have come to the mountains first to do-- 
(fo Learn, to screen, to set up clinics) and then to know the nlace 
we were doing for. And we've tried to know the places we've been SV 
seeing them in the summer. | 

vespite our sensétivities and good intentions, our transience 
and our action-oriented, good—oriented natures have inevitanly led 
~uS to try to do for communities we've visited--we've had to produce 
resultS necause summers end and we go away and we knew that we au::t 
leuve nore tha that. But nothing happens that fast in a slow ‘aovine 
process-~culture where winter is a time of inactivity--of death. Our 
health concils, the agents for community control that were to justify 
and levitinatize us, are a handful of individuals, at best interested 
ln tnelr improved health care--but in no sense politically sophisticste! 
Ne -ophisticated in creating their own systems. They have had to follo: 
our lead--to the things we've initiated--we who do not know the »lace-- 
we who are not staying. Wwe have talked about helping community grouns 
oct out their own solutions to problems they have perceived. We heve, 
in fact, ourselves perceived problems, thought out solutions, “nd ta«en 
Comuunttly veople along the way with us. The disparity has »een vretueen 
what. we've said we were doing and planned to do-~and what we've 
WEMBLEY? (eWoyenss 4 

{i don't think @ group acting out a contradiction can lLony 
eaLeb with intverrity. “wy personal feelings lean toward resolvins the 
conflict in fsvor of full-time work with people's groups, However, . 
tuink the elimination of the contradiction is the most important thins-- 


re surdiess of how it is resolved. 


Briceville 


Briceville, Tennessee is a former coal mining town in the 
Appalachian mountains of eastern Tennessee. Once the largest 
and most prosperous town in-Anderson Connty--even boasting two 
hotels and several theaters in the days when the mines flourished-- 
Briceville is now an impoverished region of poor housing, high 
unemployment, and inadequate health services. As long as the 
“deep mines” provided corporate profits, the people of the area 
were provided with jobs and services; the wages were low, the 
land and houses were owed by large outside companies, the wealth 
traveled dow the tracks to Ohio, Pennsylvania, and New York, but 
there were plenty of jobs. Then the demand and technology of 
coal changed. The mines were closed. The benefits and work were 
gone, the devastation of strip-mining began. Sixty per cent of 
the people of Briceville (and its surrounding region) today 
earn less than three thousand dollars a year, 

The following pages are a description of the efforts made 
by a grass-roots organization since June,1970, to improve the 
health services of its community. The organization is the People’s 
Health Council, Inc. of Briceville, Tennessee. Their principe! 
project has been in the establishment and administration of a 
primary screening clinic. In this endeavor the organization has 
been successful--to the limits of ita resources. It is for the 
purpose of describing these efforts and defining these limitations 
that this report is written. It is not a grant proposal. Rather, 
this is a statement of work-in-progress compiled in the hope 
of provoking interest and funding for the immediate continuation 


of this work and for several possible directions in which it 
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might proceed. 
The information contained in these pages is prepared in 
the interests of--and with the approval of--the People’s 


Health Council, Ino.; Briceville, Tennessee, 


A. Briceville Region 

Population estimates of Briceville, an unincorporated 
town, place the size at about 1100 people with several hundred 
more living in the hollows and on the mountains surrounding the 
town itself. A former mining town, Briceville serves as the 
center of the 1300 square mile coal field in the northwest half 
of Anderson County. The land is owned almost totally by three 
land and mining companies: Coal Creek Mining and Manufacturing, 
Tennessee Land and Mining and Consolodatéd Coal. Though strip 
mining has been heavy in recent years, indicated coal reserves 
in the area evidence that the stripping has just begun. 

Many of the people of north Anderson County are leaving 
to seek employment in the North (see migration chart in Appendix 
I). Some subsistance farming atid a few large industries like 
Union Carbide in Oak Ridge provide support for those remaining, 
A record of the Briceville area income tax returns from 1966 
shows that fifty-six per cent of the people completing the forms 
earned under $3000 a year. With the closing of the major deep 
mines in the °30s and ‘40s, however, the essential services 
they once provided (housing and medical care) were ourtailed. 
_ Social security, food stamps, welfare, and black lung benefits 


now provide the primary resources of the region. 
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B. Student Health Coalition Involvement 

In early 1970 a group of studenta:iand professionals from 
Vanderbilt University::approached eight:rural communities in 
eastern Tennessee to see if they would be. interested in sponsoring 
a one week health fair that would invoive free multiphasic screening. 
Contact was made in April 1970 with the P.T.A. in Briceville. 

Out of that group, the People’s Health Council of Briceville 
was formed and sponsored the week-long Health Fair in late July 
1970. 

The Health Fair trained community volunteers to assist in 
various aspects of the program so that there were always as many 
community people involved as there were medical people.Eleven 
hundred fifty people were sereened and approximately three hun- 
dred (26%) needed some kind of medical follow-up. Medical prob- 
lems uncovered included chronic and acube ear infections in 
children, intestinal parasites in 50% of the children seen, eye 
disorders (strabismus, ambliopoeia), diabetes, TB, heart problems, 
malignancies, and a vatety of other problems. Members of the 
Health Council together with follow-up workers from the fair 
spent the rest of the summer trying to arrange medical care, 
transportation, and where possible, financial assistance for 
people with medical problems. The follow-up effort was a tedious, 
frustrating, and sometimes unsuccessful struggle with transpor- 


tation, hospital and doctor fees, government agencies, and time. 


C. People’s Health Council, Inc. 

With the highly sucessful health fair staged in Briceville, 
and the multiple frustrations of completing the follow-up, the 
Health Council began seriously to donsider making itself perma- 
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nent and initiating plans for its own clinic. At the end of 

the summer, 1970, the Health Council had 1) registered itself 
as a non-profit corporation, People’s Health Council, Inc. of 
Briceville Tennessee; 2) bonded the Council’s treasurer and 
opened a bank account; 3) leased land from Coal Creek Mining 
and Manufacturing for a clinic site; 4)travelled to Clairfield, 
Tennessee to observe the operation of the locally established 
rural clinic there; 5) obtained $500 from the county OEO office 
for follow-up transportation; 6) laid definite plans for the 
establishment of a commnuntiy-administered primary screening 
clinic in Briceville, 

The Council incorporated with the purpose of improving the 
health services of the Briceville region. “Health” was broadly 
defined to include housing, water, nutrition, preventative med- 
icine, and roads in addition to the need for medical woraentnts 
and treatment services. 

The Council is structured into a general assembly open to 
anyone in Briceville and surrounding communities that meets 
once a momnhy and is responsible for final policy and financial 
decisions. A steering committee is elected to serve one year at 
a time, which meets twice a monthly and handles general governing 
and administration functions, | 

The preject that has dominated the Council's interest and 
activity for the last year has been the attempt to establish a 
medical facility in their own community. The eventual success or 
failure of this project will determine whether or not the 


Council will remain a viable organization in the future. 
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D. Briceville Health Center 

The Briceville Health Center was conceived as a primary 
screening clinic and limited treatment facility. Its plan is to 
establish preventive health services, monitor chronic disorders, 
provide primary medical and dental screening services and 
Y@ferrals, and dispense limited medical treatment. Modeled 
on the rural olinic in Clairfield, Tennessee, the Briceville 
Health Center will operate with a full-time nurse five days 
a week and a visiting doctor one day a week. Continuity is 
provided not by the physician but by the staff nurse and the 
body of records and resources compiled in the clinic. The 
Center will employ local people for the positions of medical 
secretary, nurse’s assistant, and laboratory worker. Labora- 
tory services will inolude blood work (PCV’s), urinalysis, pap 
smears, and simple bacteriology on throats, urine, and wouhds. 
The services are owed and operated by the people of Briceville 
through the Health Council. 

The Council has worked on its own this year to accomplish 
the following at the olinic:A)leased a specially-designed 
trailer from TVA with examination rooms and some medical 
equipment; B) leased land for the trailer and set up utility 
hook-ups; C) raised over two thousand dollars within the 
Briceville negion (60% of whose people earn less than $3000 per 
year) and an additional thousand dollars from outside sources; 
D) received drug and supply donations form various sources, the 
most significant of these being a four thousand dollar x-ray 
unit that is now in storage in a Briceville garase; E) hired 
an RN who now opens the olinic one day a week; F) asked the 


National Laboratories in Oak Ridge to donate an incubator and 
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oilleimmersion microscope; G) sponsored several clinic days with 
Vanderbilt physicians at the Center since May 1971; H) sponsored 
the Briceville Health Pair for the second year with medical 
personnel from the Student Health Coalition staffing the Brice- 
ville Health Center five days a week following the fair and until 
September, 1971; all followup and referral from this year’s 
health fair will be handled ott of the Briceville Health Center; 
I) began an emergency treatment fund to cover immediate financial 
needs of indigent patients; J) talked with several Oak Ridge 
and Knoxville physicians about staffing the Briceville Health 
Center regularly. 

The goal is, of course, permanent support from local, 
regional and federal sources. The Council needs to establish 
strong patterns and specified needs, however, before it can 
appeal to resources as a worthwhile, comprehensive service to 
4nig community. In order to build on what they have accomplished 
so far, support and guidance are desparately needed. The 
clinic charges $1.00 per visit. The Couneil has raised $3000. 
Doctors have volunteered time for clinic days. The following 
budget estimates the cost of maintaining the clinic services 
for one year, and will help to give some idea of the kinds 


of resources needed to build on what the community has begun. 


Annual Operating Costs for the Briceville Health Center 


Nurse’s salary (40 hre/wk), $500/month | $6000 
Dector's salary (5 physicians days/month 

@ $100/day . 6000 
Medical secretary @ rates to be established 
Laboratory worker according to need and 5000 
Nurse’s assistant experience 
Drugs and comsumabile supplies | 4000 
Phone 500 
Utilities 325 


Office supplies zoe 
} 0 


Estimated Income to Date 


From $1.00 clinic charges, 16 clinic days $ 89 
From OEFO drug fund 1000 
From community fund drives 3000 
Estimated cost of volunteered time from physicians 300 


Estimated cost df donated drugs and supplies 500 
9 


Appendix I: Census of Population--Migration Table 


# Includes Eeoetant but was not broken down in 
1960 

## Also part of the coal field of which Briceville 
is the center 
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3riceville 


I gpent the summer working in the ‘jriceville clinic. I learned 
one ole lanoratory and nurse's aide-type skills in the sorins and 
Wrote to the :.ealth Council for their OK to work in the clinic with 
tnese skills. Linda 3e11 and I were resvoniple for the running of the 
Clinic under the direction of the Healtn Council and for doing follswn.. 
On the ,ealth rair. 
uViluation of sgriceville's Vevelopments;: 

*itne clinic needs desperately to have an assertive and fuiltive 

.. sme nealtn Council 1s aware of this, but is uncertain how ves Ct. 
nursue « solution. They are afraid to get too committed to 4 search wt: 
“Lutey mave some money to hire with. I feel that money is avaliable ond 
o4t the Council needs to he reassured and helped in the search. i 

hive left a orief list of possible money sources with the ‘resident 
Of tne Council to this end. 

«Someone with good connections needs to go with several :ealth 
Council members to doctors in Oak didge and c¢noxville to solicit thelr 
el, and suvport. The clinic 1s well-eyuipped with drugs, supplies und 
Iccal people who can watch over it. fhis setup can easily ‘e Litlewd 04 
Lieterested iu’s and others at this point. he Health Council! ‘will 
survave the winter, if Linda Bell andncenty (Clinton nN) continue to 
‘tuff ins weekly. cut the clinic can continue also to push ahesd if some 
tncrenental hely 1s piven them. 

*Concrete ideas of how the clinic should come to serve smoller 
isclated areas in the hollers should be discussed during the winter. 
Lerhnin: 2 or 3 HN's could eventually be hired by the Council who coule 
50 storefront clinics part-time in a given isolated area and home visi"s 


the other times, always: working out of the Briceville clinic AB A home 


nee. sewardless, 1 think it will be possible and important to shure 


(he idea of "cComprenensive ’ 
s 
dheds 


im 


tne e or other ideas soon with the Council. 


Should se built into early developments of the clinic. 

*{?he counil should be consulted soon about how it wishes to 
relate to the Coalitions during and after the school year. [hey nay 
nrefer satellites in other areas, or clinic staffing to a health fair 
jr «:riceville. 
uvaluation of Coalition Developments: 

*[ strongly recommend that non-skilled or non-pre-professional 
students be strictly screened before being hired to work in the future. 
Anything a liberal arts student can do, a local person usually can do. 
»killed or pre-professional people have shown leadership anilities 
which may be more palatable to community peovle, since they will come 
fron someone offerring a practical skill as well as “leadership.” 

*fhe Coalition should incorporate independent of the University. 
it will save much time and energy in the long run. we have spent ton 
mucn of everything, last spring and this summer, on trying to work tries: 
Out with them. 

*.o nealth Fair staff need be more than 10-20 students. sricevill: 
WS deeply and personally hurt by not being abdle to help make the air 
successful this summer. [here should be at least as many local people 
helping out as there are students. Health Fairs are indeed still 7zond 
Catulysts. wven if no Council develops, a base of acquaintances and “An 
{inventory of problems re made, as 3en Giles and Sharon Smith can affiri-. 

*ve most definitely must have enforced weekly meetings next sunner 
‘he 9e&t communication tool availabel is face-to-face talkins, even if 
ro. Q4e decisions are pending. A sharing of ups and downs, nistakes, 
wood deals, etc., between community workers helps maintain dynamism. we 


made a tragically large mistake not to do this this summer. Some people 


“tyl)l don't know what happened this summer, 


*lnere were some pg@ople who were paid this summer and I never kk. w 


that they did anything. There should be a time when any questionable 
emoloyees should have to appear at a meeting and proove they are doing 
Something before the zgroup--or get their paycheck cut off. 

*Orientation was a drag. Too long and irrelevant. 

*[ think we created for ourselves every opportunity to kill 
ouselves; this summer. [nat we didn't i8 an accomplishment in itself. 
ay way of celenration, [I think we should jump into this year's work 
witu visor and enthusiasm beginning with a olg conference on student 


word in rural health and other related areas. 


Deer Lodge 


I have great difficulties coming to terms with the idea 
of writing a summary of my Summer in Deer Lodge, which is the chief 
reason I've put off writing the summary. The aera OF deciding what 
to include and what to exclude from my summer experiences is for me 
a great stumbling block. Moreover, I have difficulty in writing 
objectively about something I was so close to. Finally, my feelings 
of what I consider to be the failure of the summer are confused with 
my love for many of the people of Deer Lodge. 

In this summary I will attempt to analyze my summer in two 
areas, that of a "community organizer" living in Deer Lodge, and 
that of an employee of the Student Health Coalition. The two were often 
in conflict, as will be explained below, and both roles were rather 
discouraging ones. 

In the early part of the summer, we (Dick Burr, Marty Woodard 
and myself) attempted to develop some kind of analysis of our roles 
in Deer Lodge given the stage of development of the United Health Council 
(UHC). We conceived ourselves as "resource people'! whom the UHC could 
employ as they saw fit. Our resource, as we saw it, was our ability 
to take the time to examine county government and finances in an 
attempt to aieraans: why Morgan County is so poor, and to make this 
information available to the UHC to use as a weapon of sorts for 
fighting those conditions. Our conception, then, of the UHC was that 
it had the potential for becoming a viable poor-people's group, 
concerned with issues and problems other than health in the narrow 
sense of the word. Thus Marty and I particularly spent the first part 
of our summer doing research in Knoxville and in Wartburg, the Morgan 
County Seat. 
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Hunninsz parallel to all this were internal vroblems in the 
Git itself, whicn largely involved personality conflicts. I don't 
feel it necessary to xo into this area in detail, but the conflicts 
were seriou: enough and devisive enough to frustrate, and in fact, 
nfilt our efforts to form a poor people's group. The result was that 
tie remainder of the summer was spent working around the health fair 
ana follow-up from it. Furthermore, (and not soley the result of internal] 
conflicts) ony the end of the summer the UHC had changed drastically 
ir; character, as that it had become not a poor people's group, Dut 
a wvroup made un of nice, educated, middle class people. 

viy conclusions, concerning community organization, are merely 
a repetition of what has been said already--one cannot organize a 
community around an imported issue with an imported device (i.e. 
health with a health fair) unless there is already a group in that 
comunity concerned about the issue. Furthermore, and more importantly, 
the concept of a summer community organizer is an {insane one and 41 
comolete contradiction in terms. I do not advocate that the ShkC 
ahandon community organization. On the contrary, I feel that community 
crranization is the most vital part of the SHC. I believe that some 
way can be found to make community organization a reality, and that 
meange making 1t a full-time job (1.e. one involving one or two year 
éonansnent) and vrooably hiring someone with a little more expertise 
in organizing rural communities than any Vanderbilt student has. Ary 
furtner involvement {£ have with SHC will consist of working to see 
that community organization becomes what it should be. 

fhe second part of my summary involves my relationship with 
onc. AS an employee of SHC I was vretty dissatisfied. One of my 


niveect gprines was the total lack of communication among different 


communities and with the mobile units. This fact resulted in confusion 
about rip-offs, lack of consultation in decision-making, and lack of 
knowledge concerning meetings. In fact, I feel that this exclusion 
from decision making was not merely due to lack of communication. iy 
reasoning is totally inductive but I feel that [ personally was ienored, 
either cons¢iously or unconsciously, for two reasons. The first was 
that i was a new community person. Marty, I believe, felt this too. 
reople put Dick in a position of senior member of the Deer Lodge grour 
and rewarded his opinion as that of the Deer Lodge group.The second 
reason, I believe, that I was ignored was because I was a@ woman. The 
ChauviniStic attitude { felt from within the SHC was much greater than 
any 1 experienced in Deer Lodge. I believe that in the SHC hierarchical 
view of veer Lodge I was regarded a low-woman on the totem pole and 
thut my opinions were the least respected. I am not attempting, to 
deny that it 158 possible that my opinions were ridiculous. I merely 
feel that if they were ridiculous, that was not due to my sex. 

I realize that my summary comes ecross as being very bitter. 
in many ways 1 guess I am. However, I think it’s important to conclude 
this by stating that I don't regret the Summer's exparience--if I had 
it to do again, I'd do it, diffenently to be sure. The summer for me 
was; one of the most profound experiences of my life, and 1t had a 
tremendous dffect on my thinking and on my understandings of poverty» 


of oppression, and of how I can combat them. 


Bye | 


Floyd County, Ky. 


i could say much in evaluating the medical aspects of the 
otudent Health Coalition activities in Floyd County this summer. 
nowever, most of the impact concerned small changes in the lives of 
Several individuals. This is fine except that it has little to do 
witn eheueenerniic, accepted goals of the SHC. 

{he health fair was good, It forced a few people to work 
towether without the usual situation of organizers doing all the 
work. A few medical reports were obtained to help individuals present 
oetter disablity cases. People were alerted to medical provlems they 
didn't previously know they had and quite a few followed through on 
ceeking help for then. 

Follow-up was handled in a new way at the suggestion ch the 
health committee. People were fearful that records sent to the public 
health department would be made available to local physicians and 
financial assistance people and used against individuals receiving 
disaniility compensation. i'his was such a strong factor that the 
npresident of the health council refused to go through the health fair. 
~tudent workers were unaware of the existence of this fear until in 
the midst of writing follow-up letters it hapvened to come out. here 
were earlier clues but we just weren't listening carefully enough to 
pick them up. In a meeting to discuss the issue, the health committee 
nenbers; were very upset. I believe they were convinced we were doins 
this to serve our own intrests and not considering the damage it woula 
do them. They were concerned ahout the organization's responsibllity 
to 1ts members and how tt would look if some people were damaged hy 
the nealth fair put on by the organization (E.K.W.K.O.). In order to 


solve tne problem and place responsibility on the individual rather 
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than E.K.wW.n.O. they suggested the following: the health committee 
would write a letter to be included in each individual's follow-up 
letter stating that a health fair doctor would be in a certain place 
for three days. During that time, anyone wishing to discuss the results 
of his physical examination should stop by to see the doctor. In 
agqdition, anyone wishing to change the family physician indicated 

On nis chart should stop oy. Finally, a neutral place was decided enor 
for placement of charts not to be sent to a family doctor. At Vanderbilt 
University in the Center for Health Services, the charts would be 
obtainable only upon receipt of a signed release from the patient. 

All this was made clear in the letter plus the fact that those charts 
of persons not seeing the doctor would be sent to the physician indi- 
cated at the time of registration for the fair. We were enthused arout 
this idea because it not only helped E.K.W.R.O., but it would allow 

us to do a much more complete jos on follow-up. During a patient's 
visit, his results could be explained much more clearly than in . 
letter. sue could also immediately talk to a nurse about any snecial 
instructions, referrals, or prohlems. 

Not much was done in the way of estanlishing a replacement for 
ourselves in the community. dowever, this was largely because the ‘ain 
intrest of the organization was on gaining control of the O.b.U. 
Comprehensive Health Program. At the last E.K.W.R.O. meeting in 
oeptemner people bevan planning a community clinic and were interested 
in obtaining a nurse to negin working even before a clinic was esitib- 
lished. One lady was appointed to discuss volunteer work with some of 
the local registered nurses and try to obtain someone to work permanently 
when money for a salary was available. I was able to discuss thi: 
with her once vefore leaving and gave her the names of a few people 

“oO tal« with about it. 


{| would say what we actually did in Floyd County was pernars 
> 


hezin to improve the health of a few individuals. Maybe the health 
fair served as an impetus to organization members to begin working 
together again. It undoubtedly helped bring a few more people under 
disability compensation. Of course, the biggest benefit of the project 


went to the student workers in the community. 


Hancock County 


this evaluation of the Student Health Coalition's Rural Froject 
is written from the perspective of community organizers, but will try 
to deal with the project as a whole, including the concevt of a health 
fair itself. It should be stated at once that as a group we were larvely 
dissatisfied with what we accomplished and have come to see the oro ject 
As an extremely limited device for solving the problems fo health care 
delivery in rural Appalachia, Furthermore, the problem of healtn cure 
delivery is so interwoven with the region's other economic nroblem:: 
tnat working directly to augment or improve the existing system 1i:. 4 
manner Short of radical changes in the entire economic structure of 
the area may produce only minimal results. This is to say that we have 
discovered that there is no cultural problem with Appalachian neople. 
nevxlecting their health, and particularly preventive medicine, come: 
anpQout simply because health care is inaccessable. 

ihis point may be obvious to anyone who worked in the area, Dut 
we Wisin to cull into question the usefulness of mass screening of the 
povulation. {t 18 our experience that actual medical care is aS inac- 
cessable to the ecreened patient as it is to the one who has never eer: 
see: py a medical student. This is, of course, a much greater indictrrer.’. 
“f the health delivery system than of health fairs, per se. A fev 
catients oenefit from the fact that Vanderbilt Medical School is 
surtieularly interested in their disease nut the general pooulatio: 
tue not oenefit, vecausge access to health care, and particularly 
preventive nedicine, nas not been improved. 

-ne health fair itself this year demonstrated its own limitation: . 
,e teel that 1t was run at its optimum efficiency. In Hancock County 


ne were able to run two fairs simultaniously and move one of these to 


Widely separated areas every two days with no loss in the ,uality of 

the examination. Yet we saw fewer people than we had seen the year 
pefore. fhe fairs were more efficient, more accessible, and had wide- 
spread community support, yet fewer people came. We concluded that peo:l:: 
felt they had been sufficiently "chewed up" (1.e.the "second year" 
phenomenon dept down the crowd.) Follow-up was more efficiently complete 
thun the year before. Unfortunately, all too often, “completed” teant 
tnat there was simply nothing we could do, but put the sick verson on 

tne oath to cure. We could not provide care, we could not pay for 
expensive work-ups, we could not stay and give the encouragement often 
needed to deal with a very frustrating medical systen,. he Health Fair 
came and went; the sick people, the expensive specialists and exoroitn'. 
ho:.cital rates all stayed. 

Tne .uestion of community organizing and the concept of hte 
nurse (or nurse vractitioner) clinic seem to us to be interrelated. 

Gne idea lonz held by the community organizers was that we were struvylin: 
ty creste poor people's organizations which would rise for nower wli'r 
their local oporessors, 1.e. the local power structure. Ihe he#lth 

issue was to be the basis of this organizing, the health fair its 
catalyst, and a nurse clinic controlled by a health council its fruiti»:-. 
Ihiss entire concept now seems to be defunct. 

First of all, health is not a class issue in Appalachia. wicdle 
class neople are often as deprived medically (although not to the sume 
devreej us poor people. Organizing around the health issue Leaves no 
logical nasis for including rich people or including poor veovole,. 
.econdly, community control of a nurse clinic now seems to he a very 
:saLllow thing. If the community is to control something of value, it 
tust control those services which it has the leastaccess to: tre 


-neciulty clinics, the doctors that can provide medical care, and 


the drug stores which regularly fleece it for whatever the traffic will 
bear. The nurse practitioner clinic seems to be a very inadequate sub- 
stitute for access to the tremendous abundance of potential medical 
care that exists in this country. Furthermore, if that is the sole end 
of the Student Health Coalition's efforts, these can be created 
economically and with less political static than through community 
organizing. If, on the other hand, the end of this group's efforts 
are a meaningful change in the health care delivery system, then this 
organization must begin to take a broader view of the entire health 
care delivery system. It must move in a more overtly political direction 
by challenging the existing sources of medical care and the government 
to meet their obligations to the people of this area. Let us also say 
that the limitations of the nurse practitioner clinic are not the fault 
of the nurses or nursing profession, but rather of a medical system 
that greatly constricts what care they can deliver in order to maintain 
its own monopoly of that care. 

We find one of the major shortcomings of the project has been 
the failure of the project to institutionalize its committment to the 
various communities. The community workers have been left to be indivi- 
dual entrepeneurs in securing resources for their health councils. 
If the health councils are to receive continuing support from any 
outside group, this support cannot remain contingent to the ability 
or inclination of the individual community workers to Supply it. 
There is an obligation that exists between the Student Health Council 
aS a group, and the health councils. The health councils came into 
existence with a rise in expectations through the functions of the 
Student Health Coalition, not merely from the organizing talents of 
the community workers. It must be realized that the locus of resources 


lies in the group, not with individual members. To deny this is to deny 
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that tee otudent Health Coalition ifs an organization and to say that 
tb is. nerely «« loosely associated group of individuals workin: tovetrer 
'(tth cowmon intrests, but with no formal ties. we would probshly have 
a onord thie exolainine that to granting agencies. 

iné :jancocKk County Health Council is developing in some ways: 
fanilar to our experience in other areas, [t 18 a zrounv of widely 
Juryinw incones. it has neld clinics every month for the wast yenr, 
.v LS raising money through the operation of a clothing store. it i: 
mt a Criticzl point in its development toward a group which can overte 
a Clinic. Lt msy acyuire a building in the next few months, «and it has 
expressed an intrest in Vanderbilt supplying a doctor one night 4 mortr. 
ine :enlth Council may become organized well enough to oe able t» 
develoo full-fledged clinics. At this point in its development, suport. 
fro; the uwtudent iealth Coalition and Vanderbilt Medical School i: » 
Gectstive factor in the growth of the council. The choice 1s not whether 
or ot the Health Council will oecome a clinic-running proun. The 
enoulece 1s whetner or not the Student Health Coalition will live ur t% 
Los commitment to give the Health Council the chance to become such 
a #wroauog. Lf the owtudent dealth Coalition lives up to its comnittmerit 
tnen tne development of a clinic-running group will denend on the 


41th Council's reaction to that chance. 


~~ 
~~ i) 


New River 


The community called New River is comprised of 600-800 people 
Scattered along a 12-mile stretch of state highway 116 as it passes 


through the northwestern corner of Anderson County. The only industry 


is coal. The principal sources of income are UMW pensions and the various 
State and federal assistance programs: social security, welfare, black 
lung, benefits--"on the check". Most of the land is owned by 


land holding companies, mainly Tennessee Land and Mining Co. The people 
who do own their own land don't own their own mineral rights. 

People tell that 10 or 20 years ago, before Oak Ridge, before 
TVA and stripping contracts, before the river filled with silt, 5000 
people lived on the river. Maybe 7000. There were company stores where 
aman could buy anything he wanted. There were tennis courts, a theater, 
a lighted softball field. There was money--the United Mine Workers 
demanded and received higher and higher wages. The four principal mines 
and accompanying camps were moonshine-drinking, piano-playing, hard 
fighting, gun-toting pockets of life in the isolation of the Cumberland 
Plateau. 

But the mines closed. Some blame the union's pension fund. 
Others blame TVA. Most don't really know, but must people left. They 
waited until it was clear that this time the shutdown wasn't just for 
a few days or a few weeks. And they shot their days and their past 
and moved the kids and the Ford to Cleveland or Dee-troit, or to 
anywhere there was a job with good pay. Mostly there wasn't. 
factories and panty hose assembly lines aren't usually noted for good 
working conditions. But there's another story. 

The storekeepers moved with the people. The barbers and doctors 
and schoolteachers moved with their sources of income. The land company 
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nu: hea the vacated nouses over to lower the property tuxes., buch wees 
‘on 4 few more families leave, a few more flattened buildings, anid fewer 
fices in tne classrooms. 

ine strippers came. Ten men to do what 200 had done in the -rournn, 
“ol «36K trucks and a network of TVA steamplants to gobdle up as uct. 
Gf eouid %2€ ripped out of a mountainside, for good money. Swimmin: roies 
-ilied ana the overloaded trucks beat out holes in the road. ne ctate 
wii forever patching and the black dust settled on the porches of te 
Vacant nouses leaning at odd angles. Once ina while a strin eit orne: 
Loose und a few people were drowned. sut generally the old peornle, ts. 
ole to care about Cleveland, about anything but the land their  :rents 
Luy in, sst rocking on dusty weathered porcnes and talked of how it 
usec to ve. [hey watched the trees pushed aside and the rocks rolle’ 
“ow, and the coal roll by and the money roll out. Out of the moun’: }°* 


“Go .e@w “Yor«, or Lord knows where, Just out. 


iow could a couple of college kids with a few extra weer: over 
tne Sumner co anything but feel the gulf of experience? 3ut teas uy 
postvernoards with ink that came down in a thunderstorm and tell :eonle: 
t. come to “their" health fair. 

“ew health for “ew River. 

chirty two medical students and nurses came for ten day:. or so, 
iney told . lot of people to see their doctors. ;iost of the peo: le 
gicn'* nave «m ductor anyway. Mort couldn't have afforded to «o if ‘nev 

(1, We gor 4 Little girl, retarded from birth, an appointment with 

tre crippled Children's werviceto see about a heart operation. we left 
ui: Old woran who needed a wall bladder operation still needing 1 wl! 
stagger oneration, without Medicaid or Medicare or anyone to tithe her 
t.. ¢; doctor aryway. 


iney vave us presents when we left and we cried Some. 11! Lt 


Was nice to fret home and eat some meat for a change. People in iNew 
diver don't eat much meat. It costs too much. And besides, you have 
to drive over to Fork Mountain to Petros to find a store with anythinz 


out nalogna. 


White Oak 


Juring the last tow weeks of June, the first health fair of 
tné Suinuer was held at White Oak. che health concil took responsinility 
for the nreparatory measures (electricity and water, punlicity on rajiic 
und newspapers, rounding up tables, chairs, tents, arranging for Lumche:s 
for nesaltn fair workers at the school, locating families for health 
fuilr workers to stay with, etc.). The two Tennessee Valley Authority 
tratlers were placed on either side of the clinic trailer, rather than 
#t the school as last year. 

the health fair consisted of a variety of laooratory tests-- 
everything out the physical exams (no adult examiners or sunervisory 
wu's were availaole in June.) In all, 469 people were seen--some fro: 
tie «iite Uak area who had come last year; many were from outsid« the 


ares, nowever, who felt a need for medical attention and had beer 


fr 
.- 


vrevilously unable to obtain it. Since the health fair, the clinic «+ 
peen open full-time (open only two days a month during the 1970-7: 
school year) and the physicals and follow-ups have een done mai::) 7 
nere. Lhe nealth fair drew a lot of attention to the white Osk Clive ie, 
sad uS a result the patients we see come from a wide area--ia Folletrer, 
Jellten, nlk Jalley, williamsburg, Ky. 


Ag patients came through the health fair, they were viven 


q 


pintme.t: for a onysical exam at the clinic at 1 later Gate tn whe 


cymmer we was all but a few people back for 1 ‘h- \ Grae! 


SO WMilelomes, (tate Oe 
( /. while they were here at the clinic, Che results Of Chel Weiter i. 
wpe diseussed, repeat testing was done, if necessary, ANd Apap 1 e 
Lire. were made to handle or follow any provlem tney might have si‘ edhe 


(ois proceeiure vreatly increased our caseload at the cliniec--u1nyv foie. 
ram 4) 3 3 ¢ ‘ ue Gi) 
ce ceriodieally for # check on their blood vressure, ne Vege nd 
ar) . he ty @ 
et} that this was a very thorough way to cameuet. | 


he NOR Std? Pretol apa. 


follow-ups although it was a LOT of work and was quite time-consuming. 
We owe many thanks to various Student Health Coalition members who 
Stayed for varying periods to help with the physical exams and follow- 
ups--Rosie, Heimer, Carl Levy, Steve Burnham, Charlie Suggs, Tony Anderson, 
Henry Williams, Debbie Black, Bella, Kelsey, Nancy. Also we thank Pete 
Ross and Harrison Spencer for their brief visits and consultative 
expertise on our more perplexing problems in pediatrics and internal 
medicine. 

Aside from physical exams and follow-ups for the health fair 
we have been engaged in a number of other efforts at the clinic. One 
is our program for our chronic lung disease patients who come in daily 
to use the IPPB (breathing) machine for ten to fifteen minutes. Two 
girls in the community who work in the clinic have learned to handle 
these treatments and are doing a fine job, and this is a big help to 
it, as it is very time-consuming, Another somewhat homogeneous group 
of patients which we see regularly is our hypertensives. Again the 
two clinic aides are a big help at rounding up these patients, checking 
blood pressures, etc. Just before school started at the end of August, 
Bill and I were busy doing school physicals and immunizing those just 
beginning school. Then last week (end of September) we gave flu shots. 

A typical week contains two official clinic or ''doctor" days-- 
Monday and Wednsday. Bill and I see on the average 30 patients on those 
days--as many as 40-45 on occasion. On Tuesday Bill is at the Frakes 
clinic and I am in the clinic here on Tuesday and Thursday mornings, 
seeing about 10 patients during that time. I use those afternoons to 
make visits, mirennande? pick up supplies at the Health Department, 
study, etc. Thursdays are supposed to be Bill's day to do such catching 
up aS he needs to do, but rarely does it work out that way! Fridays 


we have been spending in Knoxville at East Tennessee Children's Hospital 
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White Oak 


During the last two weeks of June, the first health fair of 
the summer was held at White Oak. The health council took responsibility 
for the preparatory measures (electricity and water, publicity on radio 
and newspapers, rounding up tables, chairs, tents, arranging for lunches 
for health fair workers at the school, locating families for health 
fair workers to stay with, etc.). The two Tennessee Valley Authority 
trailers were placed on either side of the clinic trailer, rather than 
at the school as last year. 

The health fair consisted of a variety of laboratory tests-- 
everything but the physical exams (no adult examiners or supervisory 
MD's were available in June.) In all, 469 people were ween--some from 
the White Oak area who had come last year; many were from outside the 
area, however, who felt a need for medical attention and had been 
previously unable to obtain it. Since the health fair, the clinic has 
been open full-time (open only two days a month during the 1970-71 
school year) and the pysicals: and follow-ups have been done mainly 
here. The health fair drew a lot of attention to the White Oak Clinic, 
and as a result the patients we see come from a wide area--La Follette, 
Jellico, Elk Valley, Williamsburg, Ky. 

As patients came through the health fair, they were given 
appointments for a physical exam at the clinic at a later date in the 
summer. Over the summer we saw all but a few people back for a physical 
exam. While they were here at the clinic, the results of their lab tests 
were discussed, repeat testing was done, if necessary, and appropriate 
plans were made to handle or follow any problem they might have had. 
This proceedure greatly increased our caseload at the clinic--many still 
come periodically for a check on their blood pressure, PCV,a urine 
culture, etc. We feel that this was a very thorough way to conduct the 
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eervices of xentucky has submitted grant proposals and had funds aprrove: 
to begin January 1, 1972. Money will be coming from the Tennessee Mid- 
~94tLh and Ohio Valley segional sedical Programs and perhaps Appalacnisn 
6 ¢Lonal edit samt 6 hire a nurse for each of the three clinics, to 
crovide for two clinic 2ides, and trasportation in eacn clinic area, 
adm dental provram,. tventually a fourthnurse and home health sides 


Will s.6 added and a more elanorate outreach system utilized. I look 


1born Seis aS a 21e Step for those communities to get organized, mut 


4 
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their neads together and decide what they want and how to best meet 
thetr own health needs; and then to write their own grant And nive 12 
aporoved! naving a community clinic operating successfully in esch are 
has done much to increase these consumers’ sophistication and xknowlwaye- 
agility as to health care delivery and also their self-confidence rewsrut:. 
bel«v able to do something about it. 

A doctor from Daniel 3oone Clinic (Middlesboro, Ky.) has bevur: 
Comins to tne clinic once a@ week and bringing with him the oharmacist 
from tiie, Ad dospital there. He will ne the doctor in these clinics 
vé€vinnin. January and the voharmacist will accompany him. fhese cervices 
wnt nersonnel will oe financed through not only grant money but als 
clinic fees either as cash or as charged to medical and miners' cards, 

the :.ealth Council at White Oak is a well-organized, vianle ereur, 
AL present they ure bevinning to talk about building a permunernt clinic 
uot renting the tratler to 4 nelghnoring group trying to vet «1 clinic 
:Loerted! 

Uf ourticular importance in this area was the actual orinvine. 
lita reality of tne idea that the work with the health concil enhanced 
orwanization around other issues. iy getting to know and seins slipned 
vite. « wide group of people on the health council, it was possible, wher: 


otr.ér ifoues, such ag housing and taxes, came along, to identif: 


A; 


potential supnoorters and have an already esStableshed relationshivy froi 
wnich to build.in order to achieve maximum results, these events in 
Our judzment and expnerience need to follow each other. 

4#1so0 a word to those somewhat discouraged after one Summer: it 
tudes: time and had we attempted last year what we succeeded at this 
yveor we tight all nave oeen thrown out on our collective ear. as it 

Lu 6 nave crought the above issues forth,plus striv mining, obtainec 
wices: read community backing (much more than we possibly imagined) ana 
have weathered several attacks as @ group and personally, for peins 
Sontunlsts, hippies, Catholics, etc., which were much deener thar ime - 
culling. 3ut time, sood fortune, and a nuetral initial issue «re tne 
reys,45 far as | am concerned. 

Future planning and organizing needs to se done in conjunctior. 
witn tne groups that are able to make some of that long-term commituerit. 
44 tnese graduating students, established hospital: willing to tune o:. 
clinics (1.e., iddlesboro and Harlan, maybe Jellico), universities 
lookins for commitment areas (Vanderbilt and North Carolina), or rewly 
{.rned assoclitions, this long term view must be achieved. 

-onefully, there will be a conference held in mid-Novenner 
where some of these relationshios might be discussed. bo remain convir se: 
Lieb with the sroper personnel the project 18 sound medically vn 1: 


Leoounoby the best organizing tool available to us at the preserc tine. 
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Clinic 


White Oak 


The six months [ spent working in the White Oak and Frakes 


I dealt with five major tasks: 


1) 


N 
~~ 


3) 


ly ) 


batient care: seeing patines in actual clinic visits at 
White Oak (35-50 vatients) two days a week and at Fraxe:s- 

a pediatric clinic--(10-15 patients) one day a week, 
vettine up clinic proceedure in the way of records, standard 
proceedures to be performed for certain ages of disease 
entities, a a referral system, not only to local hospitals, 
but to larger medical centers. 

[raining of clinic personnel in the basics of laboratory 
work (1sCV, doing cultures, etc) and taking vital signs and 
handling oatients for clinic visits and proceedure: (Ili'! : 
treatments for the CLD patients.) 

working, With the United Health Services staff in desivniner 
the medical aspects of their planned clinic system. 
Continuing my education by takine myself and as much of the 
other uedical staff that could go to Knoxville on one day 

~a week for the medical lecture series at UT and rourids At. 


wast .ennessee Children's Hospital. 


the clinics at oresent have hired thelr vernanent stiff «1 


oné murcse per clinic with necessary auxilliary versonnel and have con- 


treated 


with a physician at Daniel Boone Clinic in Middleshboro, «ay. 


for nis; dvily services at the clinics, 


there 16 no question hut what this has been a successful venture 


t+ to Clibzen participation in medical care. If unsuccessful beyond 


“nis ooint Lt can be lnid at the inadequacy of the financial structure 


of @erericur medicine today as it relates to the consumer. 


Barbara Bolling 
Roby Cogswell 
Sue Colby 
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Joan Fox 
Carolyn Gayle 
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Crystal Jones 
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Burt Logan 

Dal Macon 
Terry Marshall 
Jane Rudolph 
Betsy Scott 


Mobile Unit Technicians 


Pam McCollum 
Jane McDowell 
Ruth Moyer 
Merle Orr 

Jean Phillips 
Marisue Pierle 
Jim Richard 
Nancy Rubins 
Susan Smith 
Donna Smith 
Mary Ruth Swint 
Bella Vander Els 
Nancy VanderNaald 


Susan Wodicka 


Technician 


sucKkvround: During the summer of 1971 I participated in the 
woulnern Appalachian medical program of the SHC, itnvolved first in 
the two week orientation in Nashville, then particpating for five 
‘ria. helf weeks as a “medical technician" on the mobile unit (two 
4:4 a half weeks of which were spent on’ satellite fairs"), and finally 
ascisting with "follow up" at the White Oak Clinic for two weeks. 
rrilorc to the June orientations program, I had no involvement in the 
“it, and Little knowledge of the program. fhis evaluation is divided 
inot five general areas: (1) personnel, (2) orientation, (3) mo»ile 
unit, (4) community work, (5) future plans and focus. 
2 rersonnel: In my opinion the SHC suffered from (A) overstaffin: 
anc (+4) overapundance of para-professionals on the staff. 
(4.) <verstaffing: As I understand it, overstaffing resulted from 
Li .curtate nrojection of the number of satelite fairs to ve hel: 
and the turn-out of patients at the scheduled fairs. Obvious remedie: 
lo overstaffing include: (1) reduction in total number of staff nwemoers 
while naintainine the existing health fair circut, (2) addition of 
ered edea[bathefey sve lie sites and/or (3) branchins out into new areas where 
wrecumanly patient turn-out wauld be higher at least during the inttinst 
sunnerc of contact. For reasons I shall discuss in Section V, il won): 
foyvor solution :l. In addition, swelling of ranks through ute of. t1.c 
Versonil «2tronayve system of hiring should be rmuarded against. 
{ ) Cver-vundance of rara-rrofessitonals: Along with some 5 ta 35 


4taer colleze students Ll was a medical technician operatin:ir wk". , 


‘fe 


c: 


v..si,, Chaperoning, women's physical exams, taking blood pressur.s, 
Clo. Lofre Was not a single job that I performed this summer for 


ule: collere training or membership in middle class American cul bure 
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( “@s opvosed to Appalachian culture) uniquely wualified me. In ‘.osence: 
Of unique yusalifications I can see no justification for the hiri:.« 
of para-orofessional personnel such as myself in lieu of para- 
vrofessionals recruited from the Appalachian region. There are imnorturt 
aiysatewes to this latter proposition. (1) It would provide badly 
.Geded Summer jobs for young Aopalachian men and women. (2) It would 
-umu funas into imvoverished areas. (3) {ft would provide svecific 
u/92 trainins for an area where skills useful in the "modern wort" 
“re oudly needed. (4) It would provide contact for Appalachian youth 
with the "outside world" and perhaps much more importantly, (S5)it 
Would cut Apnpalachain youth in contact with other Appalachian communi- 
ties and young people at a time when intra-Appalachian communication 
und cooperation is badly needed. (6) fhrough work as tecnnician: 
serving their own communities, Appalachian youth could derive ‘»adl7 
needed feelings of pride, efficacy and self-confidence. Thus, | would 
Suvzest that in place of the college students hired as para-nrofession:i 
woreers, 3 or 4 outstanding young people be recurited fron each ‘re: 
wnere we work. Of all my recommendations, this is the one i mike most 
strongly. 
Jat Grientation: The two weeks spent in Nashville in June were net 
only " Complete waste of time, they had a negative effect on many 
marticipants. There was rare relief from boredom and petty dissension 
amen: Old factions within the SHC. Aside from these broad criticism, 
| i'd lixe to make three specific observations. 
(a2) Crvanization and Scheduling: The sheer number of meetin-rs nad 
something of @ numbing effect enhanced by the nature of many lectures 
‘stmed not at inteyration of viewpoints. Though my memory is hazy, Jec 


ceruoiniy drop such things as guest lectures re:group healtn nl‘ins, 


Chiczro or Cincinnatti programs, etc. If politicization is the objective, 
then exchange of ideas is better in the long run than attempts at 
indoctrination. An example would be the provacative meeting held with 

vr. acott (although that suffered as did all of orientation from 
dominsztion by already established factions thus lending an element 

of sterility to discussions). If information is the objective ther net 
to narrow tne scope and time allotment and allow pursuit of further 
-ucstions to individuals rather than jamming it down the collective 
trrost. I would recommend a 5 to 7 day orientation de-emphasizinys 

tonics broadly aimed at "politicization" and emphasizing trainins «rnd 
lntevration of viewpoint with concentrated effort to involve new 
NrSpectLlves. 

(4) Sociological Content: Poor. Worse than that, the information tanurte’: 
was often misleading if not downrisht erroneous. We're amateurs All, 
let's face it. Far better, I believe, to provide sociological sroundinre 
tnrough such books as Yesterday's People written by persons like Jscz 
deller who have studied the region and people in greater depth witn 


wreater training. Then supply individual interpretations, discurs 





svecific problems and pitfalls. ("What did you do when asked ahout 
Jesus Christ?’" "What was their reaction when you stayed out late’"). 
4ut for heaven's sake, don't masquerade as persons in the know. 
migelines--yes! kxpertise--no! 

(c) «edical [raining of fechnicians: [fhe training of technicians wns 
exceptionally poor. Not more than 4 or 5 hours of concentrated time 

wis devoted to learning EKG'8, blood drawing, history forms, etc. 
‘hourh concededly not necessary, I suggest that technicians would 1er- 
form better earlier if they were taught basic theory behind techniuues.. 
ror example, if the &bKG technician. can differentiate between adnormal - 
ities due to heart problems and those due to machine or patient posl- 
“ioninw, he or she 18 going to provide much better service to the first 
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one nundred patients tested. If you are going to teach skills, teach 
tnem thoroughly. 

{il suobile Unit: Many aspects of work with the mobile unit were very 
rewarding. Foremost was the knowledge that we were providing concrete 
Services on 4 daily basis. [n addition, living with families was an 
invaluaole experience--for me the highlight of the summer. iy only 
regret here 1s that the privelege was not available to all versonnel . 
And the baseball games were great.However, I do have a few sugrestions 
to make, 

(4) Assiynment of Jobs: There appeared to be a rather ine:uitable 
systex of job distribution for technicians and nursing students. some 
sersons (like myself) established something of a monopoly on buts, 
chaperoninz, blood drawing, shots, etc., while others seemed to he 
interminably involved in clerking and giving eye exams. (I realize 
that the lutter was sometimes, though by no means always, the result 
of personal preference.) It seemed particularly unfair that nursinev 
students were stuck doing eye exams and blood pressures while liveral 
orts students were doing EKG's, chaperoning, and blood drawing--s«ills 
the, will never utilize or enhance. I realize that I may be fairly 
disputed on grounds of equality among personnel. Nevertheless, I think 
versons dedicated to the acyuisition and utilization of medical skills 
should receive vriority over those of us involved for less concrete 
rensons. L am not sugeesting that all dirty work be the province of 
‘ura-professionals, only that the special interests and stake of the 
osrofessional trainees be honored. 

(+) .eetingss For god"s sake tut out the interminable and usually 


vortniess meetings. Lhe truly important topics get lost in the petty 


ooink: and the well-deserved apathy. 
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(C) rap Smears and Pelvics: Given Appalachian culture and custom, 
handling of & Woman's pelvic region by a strange male may pronerly 

n& considered a significant aggression against her personal privacy. 
sranted, this intrusion by any stranger--male or female--~is unwelcome. 
Nevertheless, through myownexperience performing pap smears and 
observing others perform pap smears and pelvics, I can only conclude 
that the trauma is Significantly lessened when a female is performing 
tnat portion of the exam. fhere are two arguments sustained against 
that vosition: (1) Pap smears and pelvics require special skill: and 

(2) women must get used to men handling such proceedures for, after 
311, most doctors are male. (1') Fap smears are very simple proceedures, 
vrovubly simoler for women to perform than for men due to thelr renter 
familiarity with the vaginal region. And I cannot believe that nelvic 
examination proceedures could not ve learned by nursing studnets during 
4 snort usudnin. pertod. (2) If pelvic examination is a matter of trouve 
for & woman, how much better for her to deal with it first at the 

hands of her own sex rather than at the hands of young, unmarried wales! 
LY Community work: From the perspective of a mobile unit technician, 

the community workers seemed to be doing a good job(rarticularly, i 
thoursht, in sew liver). However, the community workers best Situ:ted 
“sppeared to be those with training in specific skills(e.g. doctor, 
luwyers, surges) who thus possessed a bonafide raison d'etre for 
evsistingw in the community. 

J, suture klens and Focus: One of the pitfalls of student actlon «roups 
Le that they tend to embark on expansive programs with great ideoloic:’. 1 
ferver ond wood will but with pitifully little follow through over the 
jeare, to GHC's wreat credit, lack of follow through cannot at present 


io 4 cerlLous criticism, However, we would do well to take cognizance 
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of our own transience ag students and take care not to spread ourselves 
too thin. Therefore, [ would suggest that (A)we continue to devote our 
efforts only to those areas where the SHC has worked during the last 
three years and (B) the focus of the SHC be altered from summertime 
Screening to year round care, 

(4) Limiting Ourselves to Areas Already Contacted: Once having made 

an overture to @ community and aroused enthusiasm and hope of persons 
in that community, we cannot abandon it (with the exception of ttowa 
Which didn't need us in the first place). Given that principle, I would 
Suggest that we already have an abundance (perhaps an overabundance) 
of communities to serve if we include the satelite areas, The commur- 
ities; we serve we must serve in depth and over an extended period of 
time. Our original contact and offer of mobile unit services is like 
making a promise. We must guard against making more promises than we 
can xeen. 

(3) Year Around Care: If we limit ourselves to the communities we 

have already served (as I have suggested) then we may anticipate that 
the number of persons interested in receiving physical examinations 

ut the mobile unit will continue to be well below the number <:eeking 
Guvh services during the first Summer of contact. This is as it 

Should be. As medical contact increases, it would seem to me that the 
imvortance of screening and emergency treatment decreases while the 
importance and expectation of year around good health increases. fhe 
establishment of the community clinics is in recognition of this potnt, 
snd [ believe that these clinics are now the most valuable asonect of 
the SHC program. Thus, while I would wish to see the summer mobile 

unit programs continued on the present circut (Summer '71) with a 
reduced staff, { would suggest that year around health care delivery 


receive eyual if not paramount consideration in allocation of time, 


resources and personnel. 44 


Technician 


In evaluating the technician’s role this summer it became 
very obvious that many of our problems, particularly during the 
first half of the summer, could have been worked out prior to 
the first health fair. Orientation was philosophically fairly 
interesting, but practiéally speaking, almost useless. As a 
result, we arrived in White Oak with no real conception of 
exactly what we were doing, now we were supposed to do it, or 
what we needed to do it with. There was no previous information 
given as to where supplies were or how to go about setting up 
or taking down a health fair--all of which could have been 
covered during orientation. 

If the Coalition continues to operate in its present form 
we feel that an éffort should be made during orientation to: 
set up and run through the fair proceedure; train with Jim 
Pullian on the units if at all possible; develop a definite 
proceedure fomiliar to all examiners and technicians for 
X-ray and bleod work requested on anyone under the cutoff ages; 
make technicians more familiar with the significance of tests 
they’re doing as well as the interpretation of lab data; attempt 
to work out a fair rotation system giving all technicians 
the chance to clerk and take histories; work out a definite 
health education program or consider not having one at all; and 
have someone with the mobile unit who knows about cheoks, vouchers 
and time off. 

With the number of people on the project this summer, it 
was quite possible to do satelite fairs and Keep things running 
fairly smoothly. Dal Macon, however, couldn’t be.1tn both places 


50 


at once, and as a result the rotation system as well as the 
distribution of personnel often was confused, 

One area which most technicians felt pretty strongly 
about was the clerk-history work. It would have been an unbeliev- 
able asset if we had had the forms to’go eysr in Nashville and 
had been trained to fill them out there. I doubt very seriously 
if many of the forms throughout the swamer were consistent. 
Another thing that became increasingly obvious was the fact 
that there is inevitably a shortage of clerks and history 
takers, while some other members of:the project, such as examiners’ 
and community workers might not be occupied. It would be a big 
help if everyone connected with the project at all became familiar 
with the forms and histories during orientation. Most people 
agree that this year’s history form was almost totally uselessa-- 
especially under the conditions in which it was usually taken. 
It would be a great relief if the examiner gould take it himself. 

Technicians missed out generally on the opportunity to 
stay in one community for any length of time--in spite of the 
original plans for people to drop off in each place to do follow- 
up. Even for the short time we were in each community, it would 
have been helpful to have had more background knowledge of the 
health problems and political situation in each area. One thing 
we noticed throughout the summer was that some of the families 
we lived with hadn't really been prepared: for us‘in a sense. 
They didn't quite know what was expected of them--whether or 
not to feed us, or even whether or not we were going to stay 
there on the weekends. It made some situations awkward for a 
lot of people. 


Any of the points mentioned in this report are merely 


ae 
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observations and suggestions by this year’s technicians. They 
should really be discussed and elaborated upon by the whole 
group but that isn’t possible. It all amounts to an attempt 

to hit the high points of suggestions, problems, and ccwplaints 


of this summer which hopefully can be worked out by next year. 


Pediatric Examiners 


Julie Anderson Bill McClanahan 
Mary Barry Mary Ann Miller 
Debby Black Linda Uchiyama 
Mary Buchanan | Susan Reimer 
Beth Chatham Sandra Zecchini 
Rosie Hammond | | Sam Zimmern 
Mary Heasty | Sue Carlson 


Sherry Kissinger 


Pediatric Examiner 


The pediatric examiners have several areas of comment on 
the summer. Pirst, the preliminary histories taken by clerks 
this year were of little or no help; we oftén had to question 
patients or their parents again because we did not know which 
questions had been asked. (This probably also disturbed the 
patients). Questions asked by history takers should be standard- 
ized. Confusion and repétition of the same questions were annoying 
to everyone. 

Because the incidence of intestinal parasites was so high 
in the children we saw, we feel that a question about worms 
should be added to the screening history. 

Secondly, we feel one person should have the responsibility 
of insuring adequate supplies of all medical equipment, so that 
time would not be wasted when a supply was exhausted. 

Finally, several of us feel that the health fair idea is 
still a good one, although it seems to have been a failure at 
times this summer. The fact that we were returning to areas 
for a second time was a major factor in this situation. A 
smaller group in a s&tellite fair may be sufficient in a previ- 
ously visited area. We should not limit ourselves to five commun- 
ities in East Tennessee. 

All in all, it has been a very educational summer, but 
some changes in organization and locations are necessary for 


the survival of the concepts advocated by the SHC. 
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Phil Dutt 
Bichard Fox 


Jim Hoback 


Ron Massey 


Lief Rasmussen 


Adult Examiner 


In so far as I was involved in the health fairs last year as 
an adult examener, If felt that we could, through more careful plannin+«, 
cSidestep many of the obstacles that impeded our progress last year. 

i Know now how truly difficult the task is of improving somethinx 
Without adding more problems than one is attempting to Slove. wnat 
follows 15 more impressionistic (my own impresSions) than it is the 
work of fifteen adult examiners. 

One of of the more blatant faults of this year's program was 
its size. any times the medical students and other personnel were 
idle--just plain bored. The anticipated patient load only occasionally 
materialized, and it seems that it would be more efficient in the 
future to hold smaller health fairs, in new areas, with fewer people; 
{f tne patient load ever became too great, we could limit the number 
of examinations we performed. My own opinion of the quality of the 
examinations must be confident that we are competent and that we are 
constantly improving. [fhe credit for the improvement of medical ex- 
aminations 18 apparently due to our medical supervision in the form 
of house staff (full time) rather than poonaitoneal visitins clinicians, 
lf we provided better medical care, it is to our credit that we did 
so--that represents an improvement from last year. 

AS a wroup, the medical examiners were an assorted lot, ‘nd 
necessarily so. [fhe occasional bickering and reluctance to do more 
that one's share is inherent in humans and not just medical. students 
doing health fairs. [here was one other blatant deficiency--the lack 
of a disciplinarian among the health coalition. People more or less 


did as they wished, for overt discipline was rare. At the risk of 


Sounding militaristic, it would be wise to include some means of 
exercising reproach when it is necessary. 

Overall, I think we could be quite pleased if this were our 
first summer performing such tasks. One working solely as an examiner 
is like 4a horse with blinders--he cannot see that which 1is not i:smedi- 
ately in front of him. Judging from afar, one can more objectively 
4S8SES his performance and view his shortcomings. For,example, we 
Should have been, aS examiners, ever mindful of the fact that our work 
would be scrutinized at a later date by practicing physicians. That 
we could not ne more cogent in the presentation of our findings or 
thit some of us,as beginners, are picayune on matters of detail,«re 
elements to erase in future projects. The summer was, to me, “i ,uali- 
fied sucess--oetter than last year, but still short of our exnectstion:., 
waybe it seems that way because we have created a purpose without 
adeyuate means to meet the demands set upon us. Even the best plans 
may go awry when we have to find solutions by trial and error, ind 


we can hardly afford mistakes. 
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Adult Examiner 


This evaluation will by necessity be brief; as usual I have 
too much to say. I will try to cover the practical aspects first, 
and then the philosophical. 

LEADERSHIP: I feel the thrusting of leadership onto the few 
people willing to spend time on the project during the school 
year is unfair. I propose that it be well understood by previous 
workers that a job with the coalition entails division of all 
labors during the school year, and that no matter how valuable 

a worker may be during the summer, he will not have a job in 

the future unless he shares in the preparation for future projects. 
As for those who claim they don’t have time during the school 
year, I consider them liars. 

Some personality problems can, of course, never be avoided; 
but thoughtfulness by people in different branches of the project 
is almost mandatory. Communications between “leaders” of various 
projects of the group shoud be more frequent and direct; there 
should be none of the secrecy that often became quite annoying 
last summer. If a project is planned, everyone on the project 
should at least be asked their opinion. 

Finally, a word to those who do want to accept responsibility, 
it can be very rewarding to you personally at the same time it 
is f**#ing you up. It is really muoh more difficult than I had 
thought, but for different reasons--the physical work is demanding, 
and the pressure is worse, but the damage these things do 1s 
sometimes not evidenced for a while. 

SELECTION OF WORKERS: It is truly hard to describe the difficul- 
ties of hiring people. The ideal worker is one who will, if the 
occasion arises, give up his salary and go to Floyd County. So 


/ 
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that you shouldn’t feel slighted, probably less then one third 

of the project felt this way. I'm not saying that money isn’t 
importnat; it°s just that it is not as important as a community 
health directed project. There is no right or wrong to tnis ques- 
tion, but those people who are interested in a job in which they 
can earn $900 should really look elsewhere. 

The actual selection process in unfortunately limited to 
those people who happen to know someong involved in the project; 
this is a waste of a lot of good people. One of the few reasonable 
objections to our method of doing things’ (from BIDD, of course) 
was the fact that there are a number of small colleges in the 
mountains, and there are therefore a great nember of people at 
those colleges that we should hire, for a number of reasons; 
they may need the money more than us, they know the areas better 
than us, etc. These are valid points; however, don’t forget that 
very few poor folks send their kids to college. 

ORIENTATION: I don’t really feel qualified to judge it, because 
I was forced to miss quite a lot of it. I do think that it is 
an awesome job to try to deep that many people’s attention for 
that long of time, and I think an honest attempt was made; I 
don’t think many people arreociate this. I do think more social- 
izing would help 4in the future. 

HEALTH PAIRS: I think everyone now realizes that there were too 
many peopde working on the project this year. Knough said. 

I think that communication between the unit and the commun- 
ity workers was fair, considering the fact that there were twice 
as many people in both places. This problem will be with us as 


long as we continue this type of project. 
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I think that the satellites worked well; it was fun and 
exoiting to work on them, but at times, exhausting. Refinements 
can be made if yowchose to do them again. As far as areas, my 
only thoughts are that;1) we should not return to the areas 
we visited this year for about three years, although we should 
certainly send people to help keep the councils geing; 2) we 
could feasibly work in a total of 13-15 areas, returning to 
4.5 areas each three years; 3) I will be willing to accept full 
responsibility for the Etowah affair if you will figure out how 
to help a community that has a shortage of medical care instead 
of an abscence, 

DEBRIEFING: Seemed all right to me, 
DATA: This is ourrently in the works--oriticism of forms, etc, 
can wait. 

Now then, I feel that the community workers were bound to 
feel somewhat dejected by the results of the project; that often 
happens when one sets his goals too high. To me it appeared that 
the old workers thought that this summer they were going to 
fix everything that was wrong in four countries. They didn't. 

If we look at the area that has been our biggest sucess, you will 
note that Bill worked hard at one thing at a time--first he didn’t 
give up on the idea of a olinic. Sure, there are other things 

to fix there, but you do have to have a start. I think that 

health is a worthwhile issure to organize for; once you have 
organized for it, it is easier to organize around it. I think 

we have come up with a decent solution to a problem that many 
laymen are not familiar with. I think the study of health care 
delivery systems (as we define health) is very relevant; if you 


LO 


want to study strictly organizing, and you’re not interested in 
health care delivery systems, then you shouldn’t be sitting in 
a@ community finding out about health care, you should be in 
California with Chaves. I really feel our workers can learn 

a lot about small communities, but organization for the sake of 
learning how to organize is a hoax, 

I feel the project should certainly continue its influence 
upon Vanderbilt to make it's resources more available to rural 
areas. I feel the project should continue to utilize multi- 
phasic screening equipment which has been made available to it. 
And I think those that don’t agree with the rest of the group 
should continue to stay with it and improve it; but only as long 
as they believe in community control and the effectiveness of 


the project. There are enough people now to have a project 


next year. These people believe in the effectiveness of organizing 


for health care. 
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It is premature and irrational to discuss the suetess or 
failure of the project. By virtue of its goal to effect change 
through community participation and organization around health, 
I think it is impossible now to evaluate what we have done-- 
if anything. Yet, much of the unspoken disillusionment and 
discontent which I feit from the group throughout the summer, 
particularly at Norris Dam during the last meeting, can be 
attributed to the need to justify the expense and effort; to 
see something tangible because 70 middle-class students decided 
to spend the summer in Appalachia. By looking for concrete examples 
of achievement to justify our continued existence several things 
happen; we fail to acknowledge the intangible aspects, the 
intensity of the past summer, the changes within ourselves and 
the people with whom we cam in contact. We become unable to 
learn from the experience, unable to correct obvious mistakes 
both in organization and in theory because we focus on the 
disillusionment. We cannot agree on how to change the project 
to be more sensitive to rural problems and more responsive to 
the communities. 

The health fair had ocoupied too much of our attention 
and effort. It is not an end in itself; rather, it is a tool, 

@ means to establish rapport and make contacts. This is not to 
disavow the importance of the health fair in meeting acute 
health needs. However, the concept of the fair has been misused. 
Our transient nature almost negates any effect on chronic health 


problems. While follow-up was done more thoroughly than in 


previous years and despite the fact that results will not be 
obvious soon, I think any change we effected will be because of 
our presence and how we build on it, not because of the screening. 
The problems of poverty, poor transportation, lack of facillities. 
and resources, inability to attract trained personnel, etc. 
persist. Secondly, once we have had a health fair in an area, 
I see no reason to return to that community as such except to 
meet special problems. By repeating in Deer Lodge, Sneedville, 
and Briceville we wasted our effort on planning the fair and 
on follow-up. Thus, we were unable to build on the previous 
summer’s work. The resujt was discouragement and stagnation. 
The idea of the satellite fairs was excellent, but a more effective 
method would have been to concentrate on the new areas and have 
only a few people return to the old communities. The height 
of the health fair absurdity was Etowah. There we had no commu- 
nity organization, no rural population, poor follow-yp; result-- 
nothing except good will from the Lion's Club and a health fair. 
Without previous summer’s work, I think it would have been difficult 
to find people in the five county area willing to sign the 
petition to the State Equalization Board seeking revision of the 
tax structure. The project is not viable if it .continues to 
concentrate on the health fair. Health inoludes the mental anda 
social well-being of the individual as well as physical health. 
I think the project can continue to concentrate on “health 
problems” without foousing on the fair. 

In the future, the relationship of the Student Health 
Coalition to the Vanderbilt University Center for Health Services 
must be clarified. While much of the impetus for the Center has 


come from the project, the two are not Synonymous. Nor must 


the project necessarily be a part of the Cénter. Other possibilities 
include incorporating or becoming associated with a community 

group consolidated around another issue. Obvious dangers inherent 

in remaining within the Center are loss of autonomy and geographic 
confinement. I think the Center will have & positive influence 

on the university; so will the projecte-hopefully in tandem. 
However, the project must define its role within the Center. 

The idea of making decisions through “sense of the meeting” 
appeals to me. However, during the summer I saw several problems 
occurring through lack of definite structure. The most blatant 
ones occurred in trying to function in Etowah and Floyd County, 
areas we decided on during the summer. Much of the difficulty 
came in the relationship between authority and responsibility. 

It 1s difficult to sepatate the two. Without vested authority 

to make decisions, responsibility for details is impossible; 
authority without assumption of responsibility breeds resentment. 
Yet decisions had to be made during the summer and during the 
year--frequently on a daily basis. Without some structure, 
decisions may be made independently, unwillingly, or people 
assume responsibility as it suits them.All of the above happened 
during the summer. In addition, it was obvious that there was 

an unspoken d@oision making hierarchy. I think it would be bene-~ 
ficial if there were some degree of structure. There is no need 
toexclude the entire group from participation; merely insure 
that dialogue is always present. plus the kind of organization 
that is fluid to change as the need arises, 

For me, the summer was a good one. I liked what I was 


doing, the feel of the mountains, and the people around me, I 
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do think that the project has a responsibility to the people 
with whom we have come in contact; a commitment to support what 
has been begun and to continue to listen to the people. We also 
have a responsibility to continue a dialogue with the university. 
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| had the privelege of participating in the preparation for and execution of the Rural 


- 


Programs of the Student Health Coalition this past spring and summer. The following 
represents some of my understanding and feelings about these projects, beginning with 
an outline of the objectives of these programs and concluding with remarks as to the 
fulfilment of the objectives and the role of the University. 
Summary of Objectives Student Health Coalition-Rural Program 
l. Community action: 
A. Organization of persons in the community in cohesive functioning groups 
centered around issues such as health, welfare rights, etc, with the purpose 
of improving the quatity of life in the community. 
B. Mobilization of community resources for the support of summer activities 
of the students including the “health fairs." 
il. Public Service: 
A. Provision of direct services otherwise inaccessible or unavailable to the 
majority of the people in the ae: 
1. Health Service 
a. screening 
b. intermediate and emergency care 
eM preventive health services (skin testing, immunization, etc.) 
d. patient advocacy-service liaison 
e. direct fallowetiratan services 
f. counseling toward community health-service development 
2. Other Services 


a. legal and welfare aid 
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2. (cont 'd) 
b. political action 
c. couseling toward community organization 
3. Public information about health and welfare 
Ill. Education of student participants. 
A. Health Services 


I. Medical science (physical examination & diagnosis, 
pharmacology etc.) 


2. Medical care (health service patterns, economics, politics.) 
B. Comraunity Health and epidemiology of disease in areas being served, 
including the relaticnship of non-medical factors to health. 
C. Community organization-techniques of working in communities without 
alienation of those needing help. 
D. Group:dynamics-technique of working as a unit for expressed and un- 
unexpressed purposes. 
E. Politics-economics of rural poor. 
1. History 
2. Components of present status 
3. Elements bearing on status 
a. within community 
4. Assets and liabilities of community 
5. Strategies for improvement 
IV. Recreational 


V. Political: student-university conflicts 
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1. Community Action: 


A te ne lh et ew ee 





It is not possible for me to judge the degree to which community action goals were 
realized. In a way, that may be a long himenan the knowing for anybody. As will be 
indicated, many students felt the efforts were a flop, others are more hopeful, and 
still others didn't much care. Since | was not involved in either the planning or 

the evaluation of this aspect of the program, I hope that those who were will be 
articulate about their feeling and observations. On the positive side, | think that 

the follow-up teams have made a real contribution to community autonomy (see below). 
Hl. Public Service;: 

lam convinced that the combination health fair-followup approach had positive 

service value to both individuals and communities. The efficiency and thoroughness 

of this enterprise was compromised chiefly by its transitory qualities and by the un- 
wieldy machinery of a traveling health clinic. Still, the objective of rendering 
positive and preventive health services was not compromised by the health-fair programm. 
Much stress was placed on health education, immunization, skin testing and cervical 
smears, all procedures which have lasting value. The attempt to add a dimension in 
time with follow-up was admittedly no substitute for continuing medical care, but 
converted the enterprise from a data~collection operation into a Renders pcrsonal 
health service. Because, most of the time, there was not a surfeit of patients, and 

the examiners had been much better prepared for their work, most patients received 

a very high-quality physical examination and history review, much better than in 
previous similar programs. The continuous and consistent on-site supervision of Drs. 
Moss, John, Spencer and Holzen was an asset which Eat be overvalued. The 

; eres of confidence which plagued many student examiners last summer were cavoide- 


by the knowledge that someone capable was always accessible to help make decisions, 
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This had the further effect of making patient-examiner interaction more relaxed and, 

at least potentially, a better experience for both patient and student. Review of 
patients’ records before follow up was fairly critical and recommendations were app- 
ropriate and reasonable - though not invariably feasible. 

"Satellite" health fairs illustrated several paints: If well planned, they could operate 
efficiently and did not require the large mobile unit on the scene. They consume 
inordinate amounts of effort in moving from place to place, (Hancock Caen) If 
such moving is contemplated again, these satellite efforts should be studied carefully 
for possible solutions to the logistics problems. One reason the satellites worked so 
well was that the smaller groups employed in these projects worked more effectively 

at the loud with which they were presented. It was not my luck to be in Etowah 
(which others will recount) but loads of that magnitude can't be handled by any 
number of persons with the negative attitudes, physical limitations, and the kind of 
community preparation experienced there. 

In gencral the pervasive feeling at most of the health fairs | visited was friendliness 
and relaxation in student-community relations. In most places there were not intermin- 
able waiting lines (with notable exceptions) and yet students who were not busy did not 
always try to tuke advantage of opportunities to learn more about their hosts and the 
communities - but rather talked to one another, played musical instruments, read, or 
knitted. Community-dwellers were not all extraverted either; but they did enjoy having 
these visitors, were exceedingly hospitable, and many felt they were receiving a valu~- 
able service. 

The follow-up plans were carefully made and took into account the vilal importance of 


this part of the project. After examining all the records from Hancock County, it is 
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clear to me that much time, thought and effort was spent in pursuit of appropriate 
health service for persons found to have significant problems (other than tooth decay- 
a terrible “unmet need"). Sometimes this was only by a letter indicating fet a necd 
existed. In other instances, a telephone call or a home visit was made. In many 
places, return visits to community clinics were scheduled. Occasionally the students 
were faced with recalcitant patients, obstreperous relatives and even umcooperative 
health workers. In general, students may have been a little over-confident that a 
letter would suffice where a visit or a call would have been better. This actually 
reflected the staggering number of persons found to have need for follow-up rather 
than either laziness or naivete', In contradiszinction to the students who had nothing 
good to say about anybody, many of the active "follow-uppers" have had increasingly 
satisfactory relationships with health departments and other health workers including 
many physicians. This may be, in part, a result of their showing the foresight and 
persistence to follow through, with health workers aiding the community organizers. 
The presence of expanded community teams had the greatest possible positive value 
toward establishment of permanent community-controlled health units in these areas, 
especially since the nurse-run unit was so much in view during this period. 

The data keeping process was predesigned to collect and correlate specific information: 
demographic, diagnostic, and indications of what happened to examinees. If was inicrcsi~ 
ing to observe how close the “horse could be led to the water" yet still not drink. 
The forms used were almost completed to the point of being ready for the keypunching 
process, but only a few did not require a final review and coding session. 

1 do not know in any detail what progress has been made by those students working on 


non-medical problems. They were conspicuously present and apparently busy all summer 
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and worked hard to get political and legal action initiated. Their report will provide 
the needed information. 


Hl. © Educational Objectives: 





Much of the education in physical diagnosis, happily, took place in the orientation 
period held frora February until June at Vanderbilt. Those who had this experience, 
and the medical students who had had physical diagnosis taught within their curriculum 
performed at a respectable level of competence. Educational sessions during the 
summer were most frequent among the pediatric examiners and often this gravitated 
around the chart-review which was very informative and practical in its value. Ex- 
aminers of the adult patients were generally more knowledgable medically to begin with. 
Those adult-examiners who were .not, had most dificulty in learning. Help with 
individual patients was always available for them and they did learn much; but it 
came slowly and in small portions. Help was not always sought when it should have 
been, according to Dr. Spencer. 

Seeing "communities of patients"; counting the numbers of people with hypertension; 
looking at families, drug usage, occupational health etc; all this was possible. | 

am sure the opportunity to impress young people with these phenomena has dulled my 
critical faculties a little, but this was a superb setting for the teaching of cpidemio- 
logy and preventive medicine - conveniently wrapped in a package of the students' 
ovin design. 

Educational experiences in community organization and group dynamics were available 
in the same woy that they were in medicine and preventive medicine. Yet somehow, 
no one with much skill or experience cither outside or within the student group actually 
did much objective explaining or interpreting. This was reflected in the poor comm- 
unication about problems reluting to community organization between groups of stucenis. 


The indigecous community group in Floyd County, Kentucky taught our students more 
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Admittedly, our community workers found themselves confronted with many urgent 
problems just at the time when they came into the most intimate contact with the 
mobile unit. This division between community-oriented and medically-oriented 
students persists and has its roots in the multiple objectives of the project and the 
vast range of atiteaes among students. Nevertheless, students who were involved 
both last summer and this summer tell me that these tensions were much less severe 
this year. The employment of experienced community organizers in the planning 

and orientation of the summer program might help to overcome these misunderstand- 
ings. Mr. Tom Moore of The Tennessee Group Health Foundation, with many 

years of experience and with no University ties, is the sort of person who would be 
ideally suited to this kind of role. The movernent towards community clinics and 
medically-oriented and medically-staffed follow up is the most influential existing 
frend towards the lessening of tension and thereby the realization of as many object- 
ives as possible. These centers, if they flourish, provide the best hope for sutisfact- 
ory student experiences in the mountain fenion in the future, and incidentally, arc 
probably pertinent to national health service goals as well. 

While | would not refuse to participate in another round of suramer health fairs, and 
consider them to have been of much higher quality this year, | would prefer to see 
rural programs involving students built around existing or new community-run clinical 
centers. Smaller numbers of students working as independent Unite should be mitch more 
manageable and productive, and all the students can be better oriented toward community 
health. Stimulation of new health centers may require large-scale external efforts, 
so if health fairs are sent they should go to new communities (on request, of course!) 
IV. Recreational: 


As regards the recreational objectives, many of the participants (including this writer) 
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received personal gratification of one kind or another from the experiences of the 
program or ant ge more indirectly out of being a participant. Friendships with 
fellow students faculty, health workers, and community dwellers rank highest in 

this category and must not be considered inconsequential. Other sources of 
gratification were varied and not atypical for a group of young people. Considering 
that they were not under any discipline other than that of themselves and the group, 
the students "behavior" was acceptable to the communities they served with only the 
rarest exceptions. There were some participants for whom the various recreational 


aspects of the program held the greatest meaning, although they were in the minority. 


V. Political: 
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As for political objectives, some participants considered the program to represent a 
unilateral effort of "student power" against the sluggishness of the student. environ- 
ment (ie, socicty and the University). There is the unexpressed possible objective 
that the effort is primarily made in order to discredit and "bring down" estcblished 
institutions, so that, community improvement might take place from a clean slate. 
Such positions were held by a small but vocal minority of the students. I did not 
see this revolutionary approach as providing needed services in these communities 
either this summer or the future without a great deal of further commiiment d time 
and personal effort. A majority of the students acknowledged contributions of the 
"establishment" to the project and were able to conceive that regardicss of how fur 
the University and the local Health Services fell short of the hopes and expectations 
of the students - there was some help received. These lalter students were willing 


to vest an intelligent and 
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limited trust in these institutions, and did not expect them to share all their prioritics. 
It was my feeling that the most radically oriented students did not consider any efforts 
besides their own to have any validity; honesty; and particularly no potential for 
community service. This cynicism was sometimes even directed toward other members 
of the Student Coalition and even toward local health councils and clinics. | am 
sure this attitude was fostered by the immensity of the long established social, politi- 
cal and economic inequities in rural Appalachian counties. Many such students, 
possibly corectly, felt that health had turned out to be the wrong "issue" with which 
to politicize the disenfranchized poor man. More of this from other workers, but 

this "Student Power" faction does need some exposition and to be counted as a real 
influence. | do not personally believe it is a majority position. 

The University has played a significant role in the execution ai this entire program, or 
rather significant roles, since nearly every portion of the project was related in sore 
fashion to the University. Some of the roles were by design, others by default and 
still others by accident. In general the University had a supportive function, lending 
very little direction (steering) yet providing fuel, acceleration, brakes, and insurance, 
to use an analogy. Many students spoke of "using" the university (as if it were an 
instrument of convenience and a self-secking, capricious, undependable one al that) 
to achieve gouls of their program. This posture has led many within the University to 
reciprecate heartily their distrust and suspicion. I believe that this climate will have 
to change or there will be very little hope for any student-faculty collaboration in 
public service in the future. Certainly students do not like the role of "tools of the 
Establishment", Ren is clear enough! Neither docs the University enjoy the role of 
"Tool of the Revolujion". Any long range plans for helping troubled communities must 


extend beyond destroying the present "system" into the building of a new system. thar 
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not heard many plans for a new community-oriented system in which Vanderbilt and 
its students will play a significant role. Still, | have hopes that the mutual dis- 
trust can be justifiably dispelled and students and university can plan together with 


the communities for their future in community service. 
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For Release; Thursday, September 16 


Nashville, Tennessee 


Citizens from Tennessee's five largest coal producing 
counties today filed a complaint with the State Board of 
Equalization charging that local tax assessors and the State 
Board of Equalization now directed by Mr. Freeley Cook, have 
violated the requirements of state law, the Tennessee State 
Consttution, and the United States Constitution, by failing to 
tax the vast coal resources in these counties. As a result, the 
citizens charged in their complaint, their counties are losing 
several humdred thousand dollars yearly in property tax revenues, 
a significant loss of needed revenues for these rural Tennessee 
counties. Furthermore, the citizens said, the small, non-mineral 
owner has been forced to bear an unfair burden for local services 
like education and health care because the mineral holders are | 
not paying their fair share of taxes on the coal wealth which 
they control. : 

The complaint filed by these citizens today represents one 
of the most significant recent citizen challenges to the large 
miming interests that have exploited the resources of the 


Appalachian region of the U.S. for years, leaving behind ruined 


lands and widespread poverty. It comes at a time when coal 
field owners in the Appalachian region are making extraordinary 
profits from mining activities, and when coal production, 
including extensive strip mining, is at an all-time high. 

The complainants, all residents of the Appalachian 
areas of Anderson, Campbell, Claiborne, Morgan, and Scott 
counties in Tennessee, include two young miners recently 
fired for signing UMW union cards, several working men employed 
in Oak Ridge plants, a former county weight inspector who quit 
his job in protest against the failure to prosecute overweight 
coal trucks, a local college student, a community worker, and 
several local women. The citizens call upon Tennessee Governor 
Winfield Dunn as chairman of the State Board of Equalization 
to set a date before October 15 for a hearing on their complaint 
and to take appropriate action to make sure minerals are 
taxed as required by law. 

The five counties in which these citizens reside accounted 
for approximately 6 million tons of coal, or 77 percent of 
Tennessee's total coal production, in 1970. Nevertheless, these 
counties are among the poorest in the Nation, with per capita 


incomes less than half the United States average. 
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One important reason for the local poverty, the citizens 
pointed out, is that virtually all of the coal wealth is controlle‘ 
by a few,large, outside corporations which reap handsome profits 
On royalties from coal operations, yet escape local taxation, i 
violation of state law, because the coal has not been assessed 
as part of property value. Although these large companies own 
over 33 1/3 percent of the land area of tnese five counties, 
they accounted for less than 4 percent of the property tax 
revenue in 1970. 

One example of how this works is provided by the American 
Association, a British-based corporation that owns more than 
44,000 acres of rich, coal-bearing property in the coal field 
Of Claiborne County. Although the American Association carns 
an average of $4,500 a week ( or $234,000 a year) in roy3ltie 
from only one of the mines on its Claiborne County land, 
its property is valued at only $20-25 per acre, the same value 
used for unused wood land in the county, and less than 1/4 
the value used for farm land. 

The following is a list of the large land owners that 
control the coal fields in these five counties yet esci:pe 
taxation: 

--- Coal Creek Mining and Manufacturing Company, . lung vith its 


affiliates Poplar Creek Coal and Iron Company and. 
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Winters Gap Coal Company owns 64,199 acres in Anderson, 
Campbell, Morgan, and Scott Counties. The company is 
controlled by 165 shareholders throughout the United 
States, 

~~-Tennessee Land and Mining Company, a family trust, managed 
by E.L. Spetnagel of New Preston, Connecticutt owns 
50,940 acres in Anderson, Campbell, Morgan,and Scott 
Counties. 

---Koppers Company, a multimillion dollar Pittsburg Corporation, 
controls 50,771 acres in Campbell and Scott Counties. 
Tennessee Valley Authority owns the mineral rights beneath. 

---American Association, a British limited corporation anes 
by the London Foreign and Colonial Securities, Limited 
owns 50,661 acres in Claiborne and Campbell Counties. 

---Ford, Faust, and Cheely, a family trust of Knoxville, 
Tennessee owns 37,206 aren in Morgan and Scott Counties. 

-—--Payne-Baker lands, managed by U.S. Senator Howard Baker, 
whose mother owns one-ninth interest. The rest is owned 
by the Paynes of Pennsylvania, relatives of Mrs. Baker . 
Together they own 37,206 acres in Morgan and Scott Countie:.. 

---Stearns Coal and Lumber, owned by a family from Stearns, 


Kentucky retains 26,390 acres in Scott County. 
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---Francis Brothers, the only locally owned land among the 
largest company holdings is owned by a family in LaFollette, 
Tennessee. They own 23,676 acres in Campbell County. 

---~flue Diamond Coal Company which has been a coal owner and 
operator for many years throughout Appalachia is headquart: . ec 
in Knoxville, and owns 20,131 acres in Campbell, Claiborne, 
and Scott County. 

Other major land of the area owners anelude Consolidation 
Coal, a subsidiary of Continental Oil, and Hiwassee Land Company, 
a subsidiary of London's Bowater Paper Company. These landowner: 
own over 3/4 of the mineral wealth of the five county area, and 
accounted for 80% of the land scheduled for strip mining since 
the spring of 1970. 

All of the companies enjoy ample retnrnn on their coal 
properties in these counties, yet the coal in these lands is in 
no way being taxed. Tennessee does not have a severence tas 
hut state law does require taxing minerals as part of property 
value. However, the epmplaint pointed out, local assessors wre 
the State Equalization Board have failed to comply with the 
law and have systematically excluded minerals from property valo 
for tax purposes. As a result, the complaint argues: 

Six million tons a year are being fencked or 


shipped by rail out of these counties which are 
getting nothing in return for giving up their 
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resources. The small landowner, farmer, 

homeowner, and businessman, who can least 

afford to pay, has to pay more because the 

large landowner who controls most of the 

wealth in the counties is not paying. 

According to a conservative estimate, using present tax 
rates and established methods fos coal valuation, the failure 
to assess the coal reserves in these five counties resulted in 
a revenue loss of approximately $350,000 in 1970 alone. Since 
not less than 660 million tons of recoverable coal reserves 
remain in the land of these counties, this loss of revenue will 
continue in the future unless coal is included in the tax base 
as required by law. 

In addition, the citizens charged, several millions of 
dollars worth of mining equipment has been appraised only 
nominally, or not at all, depriving local governments of 
additional revenues in violation of the law. 

The complaint was based on extensive research conducted 
during the summer of 1971 by three Vanderbilt University 
students with the assistance of a Vanderbilt professor. 

It was filed on behalf of the East Tennessee citizens by 
their attorney, Mr. Gilbert Merritt, of the Nashville law 
firm of Gullett, Steele, Stanford, Robinson, and Merritt. 


More specifically, the complainants maintain, the failure 


to appraise minerals is in violation of; 
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---due process and equal protection clauses of the Federal 
Constitution 

---The Tennessee Constitution, [Article 2 § 28 and 29%, 
which requires the taxation of all real property “according 
to its value." 

---and Tennessee statutes [ Tennessee Codes §§ 67-605, 67-606 (5) 
and 67-607] requiring county tax assessors and the State Board 
of Fqualization to assess mineral interests. 

In 1967, the Tennessee General Assembly made provisions for 

a reappraisal of "all real property" in the state and vested 

responsibility for this reassessment in the hands of the State 

Board of Equalization and its Division of Property Assessmer ! 
However, the citizens' complaint and supporting research 

point out that despite the intent and letter of the law, the 

State Board of Equalization failed to carry out its responsibil]. ies 

in several ways: 

l. In contracts entered into with the counties under the direction 

of the State Board, the appraisal companies were na instructed 

to appraise mineral value -- in fact, the contracts specifically 

excluded such mineral value. 

2. Although Tennessee law (Sections 67~607 of the Tennessee 

Code) instructs the Board of Equalization to make use of the 


professional advice of the Chief Mine Inspector and the State 
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Geologist in assessing minerals, the Board has failed to 
avail itself of these services -- in fact, Mr. Freeley Cook, 
Executive Secretary of the State Board is quoted as saying 
"You mean that law is still on the books?" 
3. Although the Board of Equalization is required by law 
(Section 67-242) to provide official assessment manuals to 
local tax assessors, the manuals have failed to give directions 
for valuation of mineral property -- or, if directions have 
been given, they have not been observed by local tax assessors 
in the valuation of coal. 
4. As a result, the counties have lost an immense amount of 
much-needed revenue while primarily outside landholders 
generously benefit. 

To correct this situation, the citizens called upon Governor 
Winfield Dunn and the State Board of Equalization to : 
l. Set a date before October 15, 1971 for a hearing on their 
complaint. 
2. Provide for the valuation and assessment of coal reserves 
and mining equipment so that the coal owners and mining companies 
will hear their fair share of the property tax burden in each 
county. 


3. Call upon the State Department of Geology and the Chief 
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Mine Inspector to assist to the end that the value of mineral 
interests may be accurately assessed, 
4. and, make provision for assistance to local assessors in 
valuing minerals in the future. 

As one of the complainants said, "My granddaddy paid the 
taxes that those companies should have paid, my daddy paid 
them, and now I'm paying. But, now we're going to start 


changing things." 
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APPENDIX II 
County Description 


The five counties are located north and northwest of 
Knoxville, Tennessee, in the mountains and foothills of 
Appalachia. In one sense, they are a "forgotten area" of 
Appalachia, having received far less national attention than 
their Kentucky, West Virginia and Pennsylvania counterparts. 

Only part of each county is within the mountainous coal 
region and even within the county | these areas often receive 
less than their full share of services. 

The per capita incomes of four of the counties are among 
the 20 lowest in the state, well below Tennessee's average 


of $2038: 


Morgan County 7th lowest -$ 982 


10th lowest - 1,030 


Claiborne County - 
Scott County - 15th lowest - 1,091 
Campbell County - 20th lowest - 1,355 


Anderson County's $2,479 per capita income is high only because 
of Oak Ridge and it seems safe to say that the northwestcrn 
mountainous part of the county is much more closely kin to the 


other counties than to Oak Ridge. 
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APPENDIX IIt 


Summary of "Company" Ownership and Percentage of Taxes 





















County Total Company Total Property Company Appraisal 
Acreage Acreage as Appraisal (1970) as Percentage of 
Percentage Total (1970) 


of Total* 





























Anderson 214,400 211,097,990 1.05% 
Campbell 288,640 65,226,670 71.,33% 
Claiborne 284,160 50,272,000 2.38% 
Morgan 344,960 37,373,620 6.45% 
Scott 348,160 34,963,950 LOOMS 


TOTAL 3.6 % 





1,480,160 398,680,272 


* Most of the company land is in the coal field, and 80% of the coal field is ownea 
by nine companies. : 
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APPENDIX IV 


Coal Reserves and Production 


Recoverable Reserves of the 5-County Area* 


Measured 
Anderson 44,734,000 
Campbell 62,089,000 
Claiborne 15,642,000 
Morgan IES ris V2 pion) 
Scott 25,156,000 


Indicated 


43,876,000 
93,098,000 
15,234,000 
18,732,800 


25,361,000 


Inferred 
38,138,000 
135,435,000 
49,961,000 
40,094,000 


29,233,000 


Total 
128,748,000 
288,622,000 
80,767,000 
84,641,000 


79,750,000 


662,528,000 


From "Coal Reserves of Tennessee, 1959,"State Division of Geology; 
repeatedly this report maintained that "It should he emphasize a 
that the estimates in this report should be considered as the 


Minimum known recoverable reserves in Tennessee in 1959." 


Production of the 5-County Area, 1970* 





Anderson a2Do 7 tons 
Campbell 1,563,147 
Claiborne 1,893,000 
Morgan 452,246 
Scott 547,049 
Total 6,187,998 tons 


* Department of Labor Reports 
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APPENDIX IV - continued 


Coal Reserves and Production 


An as yet unpublished report of the Tennessee Department 
of Geology entitled "Strippable Reserves of the Northern Plateau 
Area of Tennessee" gives this projection for coal production in 
the five-county area (based on GNP, U.S. population and industrial 


population) : 


By 1985 annual coal production is expected 
to reach 8.8 million tons with strip-mined coal 
contributing 2.9 million tons. By the year 2000 
total annual production will have reached between 
15.9 and 20.3 million tons and strip-mined coal 
between 5.3 and 6.8 million tons. At these rates 
of production, the available supply of strip-mined coal 


should last 60 years. 
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APPENDIX V 


Company Landholders by County and Appraised Values 


Company 


Anderson County 


Coal Creek Mining & Mfg. 


Tenn. Land & Mining Co. 


Acreage 


34,083 
21,428 


Poplar Creek Mining & Mfg. 6,759 
(same owners as Coal Creek) 


Consolidation Coal 


Campbell County 
Koppers Co. 


Coal Creek Mining & Mfg. 


Tenn. Land & Mining Co. 


American Association 
Lindsay Land Co. 

Elk Valley Coal 
Westbourne Land Co. 
Clear Fork Coal Co. 
Blue Diamond Coal Co. 
Canyon Enterprises 
Consolidation Coal 
Northumberland Co. 


Hiwasee Land Co. 


1,420.5 
63,690.5. 


49,400 
23,676 
11,170 
6,637 
4,033 
3,638 
2,982 
2,249 
2,200 
1,128 
813 
691 
667 


122,927 


1970 Appraisal« 


(100%) 
1,295,280 
607,670 


207,770 


42,620 


2,153,340 
(100%) 


1,500,000 
730,075 
449,000 
393,550 
264,380 | 

91,000 
116,000 
59,400 
120,425 
14,050 
91,150 
35,975 
33,100 


4,774,405 
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Value pe 
Acre 





APPENDIX V (Continued) 


Value Per 


Company Acreage 1970 Appraisal Acre 
Claiborne County (1008) 
American Association Ars se: he abel} soe) $25 
Clear Fork Mining Co. 590 29,400 $50 
Harris Branch Coal Co. 180 6,000 $32 
Blue Diamond Coal Co. 145 2,000 944 
Hiwasee Land Co. ye ysh7/ 3'770,0,0 Size 
Ave) BOGE me ol 22890 $25 
Morgan County ( 30%) 
Coal Creek Mining & Mfg. 6,416 64,687 $30 
Poplar Creek Mining & Mfg. 2,437 29,560 $36 
Ford, Faust & Cheely 37,702 369,216 S29, 
aimtcece Gap Coal Co. elie 22,407 948 
Tenn. Land & Mining 295 2,450 $25 
Plateau Properties 12,040 129,162 $32 
(4,829 minerals) (6,283 minerals) 
Walls Properties 2,048 18,497 $27 
Hiwasee Land Co. 4,650 43,284 $28 
Payne & Baker 1,162 
Travelers Insurance 2,913 36,390 $39 
Northumberland Corp. 627 7,524 $36 
74,592 
+ State Land52,017 
126,609 
Scott County [The reappraisal program has not been completed] 
Payne & Baker 357935 Me $27 
Stearns Coal & Lumber 26,390 243,280 $28 
Blue Diamond Coal Co. 19,177 173,165 $27 
Tenn. Land and Mining 17,941 161,460 $27 
G. C. Pemberton 7,864 34,030 Sig 
Rivermost Farms 7,587 68,275 926 
i Qn 


Company 

Scott County (continued) 
Kyanite Mining Corp. 
Russell Land Co. 
Northerland Corp, 
Oneida Wood Co. 

Rugby Land Co. ] 

Swain Lumber Co. 
Go-Ray Realty Co. 
Ford, Faust & Cheely 
Koppers Co, 

Tenn. Wesleyan College 
Bowater Paper Co. 

Elk Valley Coal & Iron 
Plateau Land Co. 
Meadow Brook Farms 
Codity Bros. 
University of Tenn. 


Hiwasee Land Co, 


Acreage 


5,000 
B72 517 
2,612 
2,602 
2,499 
2,284 
2,273 
1,504 


19,372 


1,266 
1,204 
1,047 
1,055 
900 
541 
300 
101 


142,459 


1970 Appraisal 


45,000 
30,450 
23,510 
23,610 
22,490 
18,043 
20,455 
13,535 
12,335 
11,395 
10,835 

9,510 
23,440 
10,750 
24,690 

2,700 

1,200 


Value 


Per Acre 


1,401,323 


* The value reflects valuation of any improvements and farm land as 


well as the woodland. 
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Mineral Tax 


Save Our Cumberland Mountains is an organization of mountain 
people from a five county area (Morgan, Scott, Clarborne, Campbell 
and Anderson) in upper East Tennessee. These mountain people have 
formed this organization in order to improve the environmental 
setting of their rural communities. 

The group began working in September, 1971, to equalize 
taxes. A study done by three Vanderbilt students revealed that 
one-third of the land in the five county area was owned by ten 
large landowners, many of whom lived outside the state, one which 
was incorporated in London, England. These landowmers owned roughly 
90% of the coal land and were not paying a fair share of the taxes. 
In fact, they were paying less than the small landowner who accrued 
nothing from his land. The students who had undertaken the study 
told rural mountain people in the five contites of these facts. 
Although most people had recognized that this solonial situation 
and inequitable tax base existed, they hadn't known that they 
could correct it. The people were anxious to obtain a lawyer and 
file a complaint with the State Board of Equalization which is 
responsible for administering state taxes. Gilbert Merritt, an 
ex-U.S. attorney from Nashville, was consulted on the matter and 
agreed to take the case without charge. 

On November 15, the complaint charging the Board of Equal- 
ization with negligence in carrying out the state tax law was 
filed by twelve citizens from the five counties. 

Between this date and October 15, when a public hearing on 
the matter was held, Heleny Cook travelled in the coal-producing 


mountain communities of the five counties to spread the knowledge 


‘eo 


is 


of the complaint and gain more signatures. By the time of the 
hearing 400 signatures had been collected, 

On October 15, a delegation of fifteen people came to 
Nashville from the mountain communities. Eight of these people 
testified before the State Board of Equalization. They told of 
how the land companies thwarted community progress, by refusing 
to sell land for such things as community centers, post offices 
and private nursing. Mr. James Bunche, principle of the elementary 
school in Petros, told of how East Tennessee Schools are very 
poor because of the lack of property taxes. J.W. Bradley told 
how the large tracks of land owned by people living in New 
York or Connecticut or England contribute to the destruction of . 
land by strip minjing. He said the landowners were only interested 
in accumulating wealth in the form of royalties from their coal 
leases. They cared little for retaining the beauty of the land 
and water. | 

The hearing was a sucess; the State Board of Equalization 
told our lawyer the matter of mineral assessment would be studied 
and instructions on the methodology would be sent to local 
assessors. 

On February 11, the board released these instructions on 
how to assess the coal. As the student study recommended, a dis- 
tinction was made between the two different coal lands; producing 
and non-producing. The latter is to be assessed according to recent 
market transactions of coal lands. The former, producing coal lands, 
are to be assessed according to a Slight variation of the Hoshold 
formula, which is to measure the revenue stream of the coal by 
multiplying the royalty per acre times the number of acres to be 
worked. The total revenue stream is then to be discounted back to 


present value. Comal landowners are required to answer questions 


to help the assessor compure the revenue stream. The taxes acoruing 
from these new assessments are to be collected this fiscal year 
1972. 

The citizens intend to make sure their county assessors 
follow the instructions from Nashviljde. They also intend to 
help the local assessors put personal property belonging to 
the landowners on the tax rolls. This proceedure implies acquiring 
lists of stripping equipment on the land, 

The role for Heleny Cook, the community organizer financed 
by Vandy SHC, was to coordinate the five counties. I travelled 
around to the various counties keeping people up to date on 
the progress the lawyer was making. I also set meetings in 
Lake City where the county people met.to set strategy for the 


case. 


SOCM 


Save Our Cumberland Mountains (SOCM) is a citizens’ group 
whose members reside in Morgan, Scott, Anderson, and Campbell 
Counties of upper East Tennessee. Its members, mountain folk, 
have organized in order to improve their rural, forgotten commu- 
nities. There are 93 members to date. 

The framework of the organization is set out in the by-laws. 
Each county has its own group with officers which holds monthly 
meetings. The county group deals with issues pertinent to the 
respective county and follows through on action initiated by 
the Board of Directors. From the counties three people are elected 
to serve on the Board of Directors. A meeting of the Board of 
Directors is set the first Monday in every month tn Lake city. 


It costs two dollars to be a member for a year; membership 
is open to anyone who wholeheartedly endorses our goals. SOCM 
is financed by these memberships as well as donations from private 
citizens. Two community organizers, Jane Sampgen and Heleny Cook, 
worked full time with the group. 

SOCM became formalized in the early part of December 1971 
to work to abolish strip mining in Tennessee. Jane Sampgen and 
Heleny Cook had worked with the citizen group on the Tax Equali- 
gation suit. Thus, with this community base, they encouraged the 
people from the five counties to give themselves a name and to 
work on strip mining, a problem common to all the five counties. 
The citizens met in Lake City and voted unanimously to work to 
get a bill in the Tennessee legislature to ban strip mining. 
SOCM, having made this dicision, set out to do research in support 


of such a bill. They contacted two UT professors, Professor 


“chmaldt-eBleek in Chemistry and Jim Lord in Economics as advisors, 


Heleny and Jane wrote a position paper with pertinent statistics 
and asked Jim Bryan of the Vanderbilt Law School to write up the 
ban bill based on a West Virginia State Senator's bill. 

In January, SOCM held a public meeting announcing their 
position. Two hundred and fifty prople from the coal areas attended. 
They were earious for SOCM to gain support in Nashville, so they 
asked Jan Hartnett to work there with the goal of coordinating 
a lobby group for SOCM. Although this effort was abortive, 

Jan was able to do some excellent research and became familiar 
with concerned Nashville people. 

In late January, SOCM attempted to educate the Tennessee 
state legislators by inviting them to come on a tour. With a 
week's notice, arrangements for a bus were made, but no legis- 
lators came. 

Jane and Heleny remained in ciose contact with John 
Seganthaller, editor of the Nashville Tennessean. He arranged for 
Senator Fred Harris to come to .see East Tennessee strip mining. 
Representitives from SOCM met the Senator along with Coleman 
McCarthy of the Washington Post at the Knoxville airport. They 
toured through Campbell, Anderson and Morgan counties. He met 
with local people all along the tour. The venture was a tremendous 
sucess. His tour was not only encouraging to the people, but also 
brought public attention to the problem of strip mines. 

In late February and early March there was an attempt to 
find a legislator to introduce the bill. With the help of Dana 
Ford-Thomas of the Knoxville News Sentinel, Senator Bill Bruce 
of Memphis agreed to introduce our bill into the State Senate. 
Representitive Willie Neese of Chattanooga and Representitive 
Kieth Bissell introduced it into the House. On March 7, forty 
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seven SOCM members chartered a bus to go to Nashville. There 
they sat in the governor’s office until he agreed to speak with 
the group. Later in the afternoon, SOCM members testified before 
the Senate Committee of General Welfare and Environment. 

Although they got their own ban bill out of committee, the 
forces against them were strong and thus the governor's weak 
bill became law. SOCM is far from satisfied with this bill. The 
citizens, however, are not discouraged and plan to join with 
other Appalachian Abolitionists to go to Washington and lobby 
for Representitives Ken Heckler’s bill. 

Whatever action is planned for the future, SOCGM intends to 
keep the pressure on the Department of Conservation. They would 
like to gear up to be an effective watch-dog agency. The governor's 
bill allows for some citizen participation by means of the writ 
@® mandamus. Pressure on the Department of Conservation plus 
filing law suits and staging events to keep the issup of strip 
mining in the press will be SOCM’s goal. 

Jane and Heleny will continue to work closely with the 
county groups. Recruiting new members and providing the organ- 
ization with information and resources is necessary to keep the 
group active. They hope to get up a bulletin, to help strengthen 
SOCM’s activity on the county level, For example, the Campbell 
County group wants to work on a Youth Program. Jimmy Sands, 
president of the Campbell County group would like to teach 
carpentry to White Oak kids and hopefully to eventually build a 
community center. The Campbell County group also wants to initiate 
@ Campbell County project. 

The other counties must develop to a greater extent before 
they become as active as Campbell County’s group and Heleny will 


continue to work with the Scott, Anderson and Morgan County groups. 


mit 


The latter three have yet to elect officers and isolate issues 
pertinent to their counties. 

Personnalky, I feel caught. I am almost afraid to gear up 
the organization to be active and efficient for I plan to leave 
in September. Without people like myself and Jane who can spend 
full time and oan bridge the gap between mountain people and 
resourceful professionals, there will not be much left of SOCM. 
However, there are ways to solve this problem by recruiting full- 


time salaried personnel for next year. 
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Save Our Cumberland Mountains 


Save Our Cumberland Mountains (SOCM) is a group of mountain 
peoples from a five county area in upper East Tennessee. We believe 
in ourselves and want to build a life for the future gernerations 
in the Cumberland Mountains. We must save our mountains and 


homeland from being destroyed by stripmining. 


WHAT IS STRIP MINING? 

Strip mining is a method of extracting coal from the ground. The 
proceedure is as follows; Bulldozers out a road up the mountain 
to the level of the coalbed. Then the dozers push dirt and vege- 
tation over the side of the mountain to expose the rock above the 
coal seam. Holes are drilled into the rock and blasted to loosen 
4t for removal. Highlifts lift the rook over ei side of the moun- 
tain, then scoop out the exposed coal into trucks. The cut into 
the side of the mountain leaves a sheer rook space called a high- 
wall and the remainder of the coal seam lies exposed. When it is 
too expensive to cut back further into the mountein, augers are 
brought in to drill out the coal lying under the mountain, just . 
as a wood drill removes some wood as it drills a hole, The augers 
drill 150-250 feet into the seam sometimes blocking ascess to 
coal acerage beyond the auger’s reach. The mountain was once 
beautiful and rich in timber and coal. When the stripping and 
augering is through, the coal is gone andthe mountain is left 
behind with the gash of the highwall standing above a spoilbank 


of pulverized rock, soil and shale. 


WHERE DOES STRIP MINING OF COAL OCCUR IN TENNESSEE? 
Coal etrip mining is concentrated in the Cumberland Mountains 
with some occurring im the Sequatehie Valley. Five sounties in 
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upper East Tennessee (Morgan, Scott, Caaiborne, Campbell, and 
Anderson) produce 77% of Tennessee's coal, and contain 97% of 
Tennessee’s measured reserves. By the end of 1969, 36,031 acres 


were stripmined in the coalfield area of Tennessee, 


cow et Acres Count Acres 
rgeon 7, 086 Campbell {0,098 
Claiborne rat Grundy — 3,859 
Morgan °955 Sequatohie 1,277 
Van Buren 2,563 


(Source: TVA. Scott County was not included. East Tenn. Development 
District figures list 3,600 acres mined there by 1965.) 


Stripping in these counties had been going on about twenty years 
as of 1969. An average of 1800 acres per year were destroyed 
during that period. In Campbell County, alone, an average of 500 
acees were stripped each year. The disturbanoe rate increases 


every year. 


HOW DOES STRIP MINING AFPECT THESE AREAS? 

The damage from strip mining is extensive; it destroys good water 

and land, threatens the future economy of the region and endangers 

the local population. 

Environmental damage-water: 

1. Run-off from the high spoil banks into the steams causes 
siltation, The dirt and muck lower the oxygen content of 
the water, so fish and aquatic life are killed. The siltation 
often fills the streams so that floods ooour in populated 
areas ruining many homes, 

2. Acid-drainage from the exposed shale on the spoil banks 
pollutes the water. 

3. The ground water regime is permanently damaged. Blasting 
disturbs underground water courses, leaving wells dry or by 
opening up old deep mines with acid reddens well and spring 
water. 


turd 


4, Stagnant water in the bench of the mountain, becomes a hazardous 
insect-breeding area. Sometimes that water, pent up behind 
@ spoil bank, breaks loose to flood homes and kill residents. 

Stram pollution caused by soil erosion and:mine drainage is com- 
mon to all five rivers in the Cumberland counties. These include 
the Clinch, Emery, Obed, New River, and the East Fork, West Fork 
and South Fork of the Cumberland River. 

Lands 

Essential topsoil is lost. Minerals and plants that have been 
decomposing for decades are gone with one sweep of a bulldozer. 
“T°ve known many a field that once grew alfalfa and scorn; now 
can't even sprout a potato plant.” This member of SOCM speaks of 
the dirt running off the spoil panks onto many fields. Strip 
mining ruins productive land. Good timber and vegetation are 
lost. The Cumberlands have a unique land composition that favors 
hardwoods. That valuable timber is now being buried under spoil 
piles. In the cut-up mountains, there is little cover for game. 
When one stands in a stripped area, one can hear no sound from 
bird or insect. The six inches of good topsoil and subsoil 
strata purverised with rook and shale will never support hard- 
wood timber growth, Poke weeds and pine sprigs spring up among 
the rocks, 

Economic effects of strip mining: 

Tennessee benefits little from the strip mining industry. In 
1970, state employment in the coal and lignite mining industries 
accounted for .1% of the total state employment. The figure for 
strip mining is conmiderably lower. Eight humdred and fifteen 
(815) men were employed in auger and strip mining in 1970. That 
was about one-third of total mining employment that year; 1,420 


men were employed in deep mining. 
The regional economies hardly benefit. It is a common belief 


that strip mines are the major employer in the five counties most 
affected by strip mining. However, strip mining’s share in total 


employment is meager compared to that of manufacturing. 


ounty rip Mine ota ploy= Uracturing 

Employment ment Strip Mines Euployment Emp. Mnfoct 

susan athcgsssetsunceseusmest sss ees eee eet cI ES EL ESO 
Campbell 249 7% 1,744 45% 
Claiborne 107 5% a06 45% 
Morgan 45 6% 13 52% 
Scott 75 . 3% 1,215 56% 
Anderson 80 6% 6,688 532 


(Sources: 1) County Business Patterns, 1969 
U.S9. Department of Commerce 

2) Department of Labor Statistics, 1969) 
Strip mine employment is just not that significant in the five 
counties where stripping is concentrated because so few men are 
required to blast and: bulldoze coal. (It ha@ been said that on 
the average a strip mine employing twelve men would employ 100 
men if converted to:a deep mine.) Men who work in the strip mines 
have no job security; some do not get paid overtime and must | 
work long hours to bring home a check to feed a family. Extrac- | 
tive tndustries produce little added value. The value added | 
acorues to the large non-local landowmer in the form of royalties, 
to the stripping company owner in the form of profits, and to the 
railroad industry. Strip mining equipment is made for the most 
part outside of the state; often people are imported from other 





areas to run the equipment. 


The county and state governments do not benefit from the 
strip mine industry. There is no severance tax on coal production 
and the ad yalorem property tax is not now endoroed. The money Hi 


from the coal mined out of the mountains does not reach the people HH 
} 4 . | 


living there. Even if taxes were gollected on the ceal,‘the rev- 
enues would not offset the depressing effect stripping has on the 
economies of affected areas. 

Claiborne county provides a classic example of the correlation 
between strip mining and low level of economic development, 
Stripping is concentrated in the Clarfield division of Claiborne 
county. According to an East Tennessee Development District study, 
out-migration in Clairfield totaled 43% of the population between 
1960 and 1970, a far higher rate than any other division. Clair- 
field had the worst housing conditions in the county and indica- 
tions if t: he most low-income families, Adirect cause-effect 
relationship was not extablished between stripping and the econony, 
but the pattern is repeated too often to be ignored. 

The fact is that the taxpayer pays the way for strip mining. 
The 36,031 acres that were destroyed by 1969 have not been re-- 
Claimed. The Tennessee taxpayer will have to pay for that recla- 
mation. 

WHAT CAN BE DONE? 

Is reclamation possible? We think not, 

The purpose of reclamation is to "minimize Aawanece not to 
prevent it. SOCM has seen how poorly the present Tennessee law 
has been enforced. If a new strong law were put on the books, it 
would not be enforced. The strong laws of Kentucky and West 
Virginia and Pennsylvania are not being enforced. Dick Austin, 
secretary of Appalachian Strip Mining Infromation Service, said 
about the enfrocement of Pennsylvania's law: "The state can ex- 
hibit impressive showoase reclamation projects, generally completed 
at exhorbitant cost to the taxpayer. But...it 18 also scarred 
from end to end by stripping projects, which give the lie to the 


claim that ‘reclamation is working in Pennsylvania, ’” 

The Conservation Department and TVA have demonstrated their 
lack of concern to many of our members. They have not responded 
to calls or letters and have badly failed to enforce the laws 
of reclamation, We have no faith in reclamation or its enforce- 
ment. Minimizing destruction is not good enough. The damage to 
water, land and mountain society is permanent. You cannot retrieve 


@ sunk spring or plant hardwoods on spoil banks and “reclaimed 


land.” 


STRIP MINING MUST BE BANNED IN TENNESSEE 

On balance, the costs of strip mining in Tennessee far out- 
weigh the benefits. The marginal, irregular employment and pro- 
fits acoruing to non-local landowmers and strip miners are the 
“benefits.” TVA is the beneficiary as well. TVA consumed roughly 
two million tons of stripemined coal from Tennessee or half of 
Tennessee's total stripemined coal. Stripped coal is cheaper than 
deep-mined coal. Thus, in effect, the Tennessee taxpayer, espec- 
fally in the coal counties, subsidizes low TVA power rates. Ten- 
nessee mountains, streams and lives are lost in the name of TVA‘'s 
cheap power. | 

Large landowmers from New York, Connecticut and Illinois and 
a few atrip mine operators gain the benefits while Tennessee pays 
the cost in the form of a ruined environment, stunted economic 
development, and higher taxes in the future to “reclaim the 
mountains.” We all will have to pay for this destruction, so SOCM 
wants to stop it now while there is still time. 


CAN THE WATION GET ALONG WITHOUT TENNESSEE STRIPPED COAL? 
Yes. In 1970, Tennessee produced 1.5% of total strip and deep 
production or 8,237,000 tons. In Kentucky, the Breckenridge 


Deep Mine alone produces 7,230,000 tons in one year, Why must 
Tennessee mountains be ripped up when the coal oan be gotten from 
a deep mine in Tennessee or elsewhere? Tennessee's coal produc- 


tion is insignificant in the Appalachian region: 


Strip Coal in A lachia in thousand tons (1970): 


Kentucky 62,695 
Tllinois 33,026 
Indiana 20,109 
Pennsylvania 215,108 
Ohio 37,240 
West Virginia 27,657 
Tennessee 3,886 


It 1s difficult to project Tennessee stripped coal into the 
future market, because it only has five million tons of low sul- 
phur stripable reserves, whereas West Virginia has 1,138 million 
tons and east Kentucky 532 million tons of low sulphur stripable 
reserves. 

The Tennessee coalfield is spotty and erratic; its seams are 
thin compared to those in other Appalachian states. Land in the 
Cumberlands is not best suited for stripping; it should be saved 
for recreation, industry, game and forest preserves and for the 
inhabitants to build lives for future generations, Seventy-seven 
percent (77%) of the national coal reserves lie west of the 
Mississippi. The nation can get along well without Tennessee 
stripped coal. Tennesseans can save their nountains and heritage 
from strip mining. The region and state will be the begter for 
it. But, the time to act is now before our heritage is buried 
in a spoil bank or choked in a silted strean,. 

| "There can be no compromise that is acceptable between the 
short-run private interests of the strip operators and the long- 


run interests of the citizens of the state of Tennessee.” 


STRIF MINING MUST BE BANNED IN TENNESSEE! 


PACTS; 
STRIP MINING FOR COAL IN TENNESSEE 


Prepared by: 


Robert S. Brandt 
Jan Hartnett 
Dr. Ruth Neff 
Professor Charles Scott 
Professor Lester Salamon 
Mary MKoody Wade 


February 7, 1972 
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Strip Mining Facts 


Coal Production 





1. 


9. 


U. S. coal reserves are estimatéd to be in excess of 3 
trillion tons, of which 671 billion tons have been speci- 
fically located. 


128 Billion tons of coal reserves are obtainable by strip 
mining. These reserves are located in 27 states. 


In 1969, 213 million tons or 38.1% of the U.S. coal 
production of 560 million tons was produced by strip mining. 


Total coal produced in Tennessee, calendar year 1970: 

157,000 short tons auger mined. : 
hfe oD surfaced-strip mined. 

‘ ,000 short tons produced by surface mining. 
4,350,000 short tons produced in deep mining, 
8,237,000 short tons of coal mined in Tennessee, 

In 1970, Tennessee produced 1.5% of total U.S. strip and 
deep mined coal. Tennessee produced strip mined coal is 
7% of the total coal mined in the U.S. 

Value of coal produced in Tennessee: calendar year 1970 


40,372,006 Total coal produced 


In April, 1970, TVA coal purchase price ranged from 37-8 for 
deep mined coal and $5-6 for strip mined coal, 


Strip mined coal in Appalachia (1970 fiscal year) 


Kentucky 62,695,000 tons 
Illinois 33,026,000 
Indiana 20,109,000 
Pennsylvania 215,108,000 
Ohio 37,240,000 
West Virginia 27,650,000 
Tennessee 3,837,900 


Tennessee ranks 24th of the 27 states in tonnage of strippable 
coal. Tennessee has 5 million tons of low sulfur content 
strippable coal; 
43 million tons of medium sulfur content 
strippable coal; 
26 million tons of high sulfur content 
strippable coal, 
(note: high sulfur coal produces air pollution upon burning; 
it is used in steam plants to generate electricity. Low 
sulfur coal is needed in making steel.) 
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10. Coal resources of the Appalachian Province by State and 
Sulfur Content, as of January 1, 1965 (million tons) 


(Tennessee) 
1.0 Percent 1.1-3.0 Percent 3.1-4.0 Percent Over 4.0 Fercent 
Sulfur of less Sulfur Sulfur Sulfur 
164.2 1,343.3 263.5 68.5 


11. Appalachia contains about 39 percent of the total bituminous 
coal reserves in the United States and almost 20 percent of 
the total reserves of all ranks of coal. 


-l12. Everyone agrees that there is no shortage of coal in the 
ground, A commonly accepted figure is 1600 years supply at 
the current rate of use. 


Employment 


13. 695 men were employed in strip mining in Tennessee (1970). 
2235 men were employed in coal mining in Tennessee (1970). 
31% of the men employed in mining in Tennessee were employed 
in strip mining. 


14, In 1950, slightly more than 475,000 Appalachians or 10 
percent of the Region's labor force worked in this industry. 
By 1960, the number had dropped to well under 200,000 and 
accounted for only a little more than three percent. of the 
Region's work force. Today it accounts for less than three 





percent, 
15. Distribution of Employment Tennessee Valley 7 TVA UsSie 
Region States 
1933 Mining 1.7 1.8 2.2 
1969 Mining °7 | 28 09 
TVA Purchases : : 
16. Coal Purchases | Thousands of Tons % of Total 
Origin (196 
Kentucky-west 18,788 61 
Tennessee 4,167 13 
Kentucky-~east 313405 11 
Illinois 3,46 11 
Alabama : 606 © 2 
Virginia : oye 2 
Indiana _- 
Total i ; 30, 960 100 


17. Coal Purchases: TVA Region, calendar year 19702 
Strip mined coal .. » » 1,918,000 tons from Tennessee 
Total purchased . ¢ « «31,000,000 
Total surfaced 
mined. 6. + «ie fee o 25, 300,000 
Total deep 
mined 0:2 @. :0.2.627 e+ ese 15,700,000 


® 


17. (continued) In 1970, TVA purchased 6% of its coal from 
fennessee strip miners, 


. 17.5% of TVA's total goal supply is strip mined off the 
Side of steep slopes. 


18. TVA buys coal by term contracts and by spot contracts. 
A term contract obligates the coal company to supply TVA 
with coal for six months or more. A spot contract pur- 
chases coal at weekly market prices, for not more than 
six months. Spot contracts provided 3% or 930,000 tons 
of coal in 1970. This figure represents 1% of total 
TVA purchases for the calendar year 1970. 


A regulation in effect only since December, 1971, requires 
companies who supply coal to TVA by spot contracts to comply 
with reclamation requirements. Before December, there were 
no reclamation requirements. 


Mr. Lee Shepherd, TVA Information Service, noted difficulties 
in enforcement. If TVA does not approve the stripper's plans 
for reclamation before awarding the contract in the two step 
bid process, or if the stripper violates provisions in the 
contract after it has been awarded, then the stripper can 
disband his company and re-form under another name. He 

could continue to strip the same seam and sell the coal 

to other purchasers. 


19. TVA purchases approximately 1/2 the coal strip mined in ) 
Tennessee. The remaining coal is exported to Japan, Georgia, 
and the Carolinas, Tennessee Consolidated, located near 
Chattanooga, sells approximately 1 million tons of coal a 
year to Japan. 


20. Today, 80 percent of the generation of the TVA power system 
comes from large coal—burning thermal plants, 


Economic implications of Strip Mining 


21. The soncllisiion of the Miernyk study in West Virginia is 
that abolition of strip mining in West Virginia would re- 
sult in a small increase in overall employment, a large 
increase in capital investment, and no net change in the 
level of trade. In other words, even though strip miners 
argue that abolition would be a short-term economic disaster, 
and abolitionists counter that abolition would nevertheless 
be a long term economic benefit, Pre hyernik coneiudes oes 
abolition would be a modest economic benefit in the short 
term as well. 


22. kxpectations that Appalachian coal can serve as the resource 
base for substantial expansions in employment and economic 
development in Appalachia do not seem realistic based on our 
present knowledge. — 
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24, 


25-6 


26. 


27.6 


28, 


29. 


30. 


Coal accounts for about $1.5 billion in annual investments 
in the major coal states of the region. The relative 
significance of the industry in terms of employment and in- 
vestment is diminishing, however, as the regional economy 
grows and diversifies. 


The growth rate from 1970-1980 (implied),in terms of energy 
eT te oe from oil, gas, coal nuclear, and hydro power, 
is 4.8%. 


The growth rate in coal as an energy source: 
1950-59 1960-69 1970-80 (implied) 


aos 3.6 2.9 


Comparison of Energy Consumption Patterns by Energy Source, 
Actual 1970 and Projected 1980: 

Percent of Total 

TORRE Consumption 


1980 
OL Lecccccvccccccescsevccscccccees 43.0% 37 4% 
GAB ccocccrcccccvscscsseesececeee 32.8 34.6 
COALS crelerele biule ole¥ecleleveivicleiciec cls eie's 20.0 16.7 
NUCLeas ees Us Sees ERY Hevatastarele ele e3 Gee 
HYGrOcccccccsccscsevesovevecvcce. 3-8 300 


In Morgan County, 45 men were employed extracting 345,656 
tons of coal by strip mining in 1970(calendar year). 
Morgan County has scenic beauty, valuable in the growth 
of the tourist industry. It is essential that measures 
(zoning, easements, sign control, strip-mine control) be 
taken to assure the use of these areas for recreation 
and tourism purposes in the future. 


Last April, Anderson County Engineer Gordon E. Colbern said 
the county had spent $17,000 cleaning off one small section 
of Frost Bottom Road following the close of the Crass strip 
mine 16 months before...In Claiborne County, State Highway 
Department crews have been cleaning out since last spring 

@ section of highway 90 that has been covered by a slide 
which also altered the course of a stream. 


In Scott County, the slide resulting from strip mining oper- 
ation of the Sandlin & Whalen Company "completely blocked a 
county road, piling dirt up higher than an automobile and 
spilling over onto railroad tracks" has already cost scott 
County $725. 


Loss of tax revenues from improper or no assessment of minerals 
contained within the earth deprives several coal-producing 
counties an estimated $350,000 a year in revenues. 
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Water Disturbance 


31. 


32. 


336 


34. 


B55 


36. 


376 


38. 


It is estimated that 1,500 tons of mineral acid are produced 
every day due to strip mining. 


Not only is silt a product of mining, but acid associated with 
coal seams is toxic in varying degrees to both plant and 
animal life. In fact, mine acid has adversely affected twenty- 
six streams in thirteen counties in the Cumberland Plateau 
Where all Tennessee coal is located. 


Strip mining can begin an erosion cycle which can continually 
expose new shale surfaces for 50 years or more. 


Three streams in eastern Tennessee have a concentration of 
iron that exceeds recommended drinking water standards, 
seven streams in eastern Tennessee have a concentration of 
manganese that exceeds recommended drinking water standards. 


Arthur Sizemore, president of Jellico Industries, was 
enjoined October 27, 1971, for violating the Refuse Act, 
polluting Dale Hollow Lake in Fentress County. He was 
assessed a fine of $1,600 for a fish kill. A statement was 
subsequently issued from the State Department of Conservation 
saying that he had paid his fine when he had not. Sizemore 
stripped the top of Double top Mountain without a state 
permit and without the landowner's permission. 


The mayor of Jamestown, Casto Knepp, is concerned that the 
strip mining would endanger the city's new water and sewage 
treatment plant, built recently for more than $1 million. 


In 1970, TVA spent thousands of dollars building dams to 
catch the runoff from the Ollie Creek strip mine, when 
that stripping operation endangered the water supply of 
LaFollette, Tennessee. 


ban Sherry, State Fish and Game Commission biologist, was 
asked to investigate the effects of strip mining on the 
bluffs above the Obed River in Morgan County. The water 
running off the strip was "highly acid", In 1967 it was 
estimated that 235 miles of streams were ruined by coal 
mining, both deep and strip, in Tennessee...This has to be 
very conservative because it has been estimated that in the 
Obed River basin alone, 225 miles of waterways have been 
ruined from coal mining. The New River has been completely 
wiped out. 


Surface Disturhances 
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As the U.S. Geological Survey observes, "if the cumulative 
past production of 4.4 billion tons of strip-mined coal 


be. 
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41, 


42, 


Fish and Game Disturbances 


43, 


hy, 


has resulted in disturbed land covering 2,450 square miles, 
then removal of the remaining recoverable resources of 128 
billion tons could result in disturbed land covering 71,000 
square miles—~-an area larger than the comhined area of the 
states of Pennsylvania and West Virginia," 


Ecologist Dr. Robert Leo Smith of West Virginia University 
explains that "the spoils created by strip and augar mining 
are highly unstable. Water seeping into and percolating 
through the overburden wets the clays and shales. The 
Slipperiness of the clays, the weight of the overburden, 
and gravity combine to cause massive landslides that can 
block mountain roads and dam mountain streams," 


Dr. Smith continues: "The spoil material, a mixture of 
rock fragments, sand, silt, and clay high in iron, aluminun, 
magnesium, and sulfur is too acidic and toxic to support 
life. Revegetation on many spoils is nearly impossible 
because of the acid and toxic soil of the overburden, the 
extremely unstable slope and the severe environmental con- 
ditions. For the exposed acid materials to leak out to a 
point where the material might support life again could 
require 800 to 1,000 years, Thus, for short-term economic 
gains, many parts of the state are in danger of being des- 


‘troyed for centuries." 


In Tennessee there were 3, ong additional acres disturbed in 
surface mining for coal in twelve counties. MThe total 
acreage disturbed is Pee ,031. Between 1952-70, this amount of 
disturbance produced 40,034,000 tons or 31% of the total 

coal production of 127, 302, 600 tons, 


In Virginia there were 1,073 acres disturbed in surface 
mining for coal in 51x counties. The total acreage dis- 
turbed is 25,525. Between 1952-70 this amount of disturbance 
produced 45, 579, 000 tons of coal or 8.2% of the total coal 
production of 554, 862, Cour 


Tennessee produced less” strip mined coal than Virginia and 
disturbed about three times the amount of land, 


a 


’ 


Main damages resulting from strip mining: siltation, land- 
slides, water po euL On, flood damage from strip pits over- 
flowing. 


‘Evaluation by States of Reclamation of Mined Areas Needed 


to Improve Aquatic Habitats, and Fishes that Will Benefit 
=e 


7 
Wy, (continued) Tennessee 
Measure Required Improvement Sought Principal Species 


Benefiting 


1. Impoundment to 1. Spawning habitats 1. Black basses 

pool pollutants 2. Water quality 2. Blue Gillis 

2. Grading and « Crappies 
drainage, | » Shellfish 


45, Evaluation by States of Reclamation of Mined Areas Needed to 
Improve Wildlife Habitats, and Animals that Will Benefit 
Tennessee , 
Adverse conditions | Measure required Improvement 


: Sought 
« Damaged cover le. Grading - Cover 


2. Damaged food source 2- Soil preparation 2. Food source 


3. Drainage 
Species that benefit 
1. Farm game 
2. Waterfowl 
3-e Big Game : 


Population Disturbance 


46, With the exception of Anderson County, containing Oak Ridge, 
each county in which strip mining has occured has lost 


population, and experiences a high poverty rate, ptr 
Percent change Nedian Percent Income! 
Number April 1 1950 1930 Family of Under © 
County 1960 1950 1960 1960 Income _US 060 
Anderson _ 60,032 _59,407 Lal: 20444. 5,866 104 250m 
Campbell _ 27,936 34,369 _-18.7 bel 2,579 46 s7_| 
Claiborne 19,067 24,788 -23,1 _-21,6 1,865 _33 69 
Rentnone 13,288 14,91 -10 20.4 1,942 4 6 
Grundy - 11,512 12,558 - 8 18,5 2,221 62 
Hancock Tet OMmmmesl ie ~19.8 1,442 2 8 
Morgan LIER OLE RA 0 i5e2. 2.308 1 ay 61 _| 
Rhea 15,869 16,041 -~1.1 14,4 2,898 1 2m 
Scott 15,413 174362 _~12..2 913. 2,286 ole 63 | 
Union | 8,498, 6,670. = 2,0. 25.9 2s ke 60 
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-7- an nem 


47, 


2 


Factors involved in TVA's Electric Power Rate Increase, 
issued by TVA in February, 1971. 


A. 


B. 


C. 


oe 


3115 million in additional revenue is needed, 


# 60 million due to increase in cost of coal, broken 

into these factors: 

l. Higher prices TVA pays for coal 

2. Rising cost of coal transportation 

3. Additional coal purchases to supply power that 
otherwise would have come from the nuclear capacity 
scheduled for fall, 1970, delayed until Spring, 1972. 


wate million in "cost of money" due to rising interest 

rates. 

1. Interest charges on outstanding debts were 9 mil- 
lion higher than originally anticipated, 

2. TVA will pay an additional »~9 million in dividends to 

the U. S. Treasury on the appropriations invested 
years ago in power facilities, 


% 9 million for essential materials, equipment, service, 
and labor, than was originally anticipated, 


y~ 15 million because TVA received more power from neigh- 
boring electric systems than it delivered. Under normal 
circumstances it delivers more power to neighbors than 
it receives, but because of delays in the completions 

of the Browns Ferry Nuclear Plant and because of the 
tight coal situation, TVA received more power than it 
delivered, (1969-70). 


% 13 million was not specifically accounted for in the 
report. 
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Fousing 


In June, we began with these questions: what agencies 
exist to deal with rural housing problems? What do they do? 
What problems do they have? What is the housing problem from 
the resident's point of view? What do they want? Where can our 
efforts be most effective? Where is the need greatest? What 
resources are available to meet the needs? 

We found that the Farmer's Home Administration and the 
Appalachian Regional Commission had programs most beneficial 
for the area. The FmHA have Section 502 and 504 loans to be 
made to low-income families for repairs, home improvements, 
and home building. By allowing intrest-ocredit, qualified families 
could make a loan for as low as 1% intrest. The ceiling is 73%. 
The FmHA has the organization to meet more immediate needs, | 
while the ARC directs its efforts toward more long term and 
broader based efforts. Little has actively been done by either 
agency to meet immediate needs of the isolated rural poonm, where 
we found the need for help the greatest. The agencies have 
programs designed to meet some of these needs, but there is not 
enough man power for them to be aggressive in oarrying out policy. 
The agencies need help that we can provide in doing paper work 
to make a loan to a low inoome family. 

From conversations with families in Campbell County in 
the Stinking Creek, White Oak, Little White Oak, Westbourne, 
Duff, and Habersham areas we have arrived at a description of 
need from the residents’ point of view, They want to own a piece 


of land and put any kind of dwelling on it they like. They do 


youl 


not want to be “beholden” or indebted to anyone, when there * 

is a threat of loosing what is theirs. They do not wart to be 
told to move to a more populated area so they can receive better 
services. They want better services where they choose to live, 

The Appalachian Begional Commission has a "growth center 
concept.” The growth center is a population center that is likely 
to increase in population, according to migration studies. Much 
of the funding of the ARC designated for housing is restricted 
to improving designated growth centers. They have no program 
presently operating that is improving housing in rural areas of 
Campbell County. 

. Our efforts, then, are most effective in contacting those 
who chose to live in isolated areas and to let them know what 
resources are available to bring their present home to standard 
condition or to build a new home. The choice to use or not to 
use these resources is, of course, theirs. We found that many 
people living in irretrievably substandard homes were interested 
in a new home, but did not think individual ownership was possible 
for them, Their response to building is one of extreme caution. 
Like others.thinking about as large a venture as a new home, they 
want to find out about it, with no obligations. They want to 
think about it. 

We had two community meetings during the summer; one 
in July, and the second in August. At first, we explained what 
kind of financing was available through the Farmer’s Home Admin- 
istration, who could qualify, and the proceedures for getting a 
loan. At the second meeting, anounced by letter and word-of-mouth, 
@ board of directors for a non-profit housing corporation was 


elected. We discussed a plan that had been previously discussed 


EPR 


VANDERBILT MEDICAL CENTER LIBRARY 


among the County PaHA office, the County Welfare office, and a 
local contractor, to build a standard construction. three-bedroom 


$10,000 house, financed within reach of the neediest. We assumed 
no shelter allowance except that granted by welfare, a maximum 
of $39.00 a month. A $10,000 loan taken for 33 years, by a low- 
income family who qualifies for an intrest-credit reduction, can 


be reapid with monthly payments of less than $39.00, at ten pay- 


ments a year. 
We will remain in the area to see that these plans become 


houses in reality. Our position is providing additional options 
for the residents to -cOnsider in making decisions. We respect 
their right to make decisions governing their lives, even though 
we may not understand those decisions or agree with them. Our 
task is to make as clear as possible the options they have 

to choose from. Still, the decision is theirs, 


| Jkt 


On the National Health Care Crisis: Some Notes 


The issue of a national health insurance program is not new in 
this country. As early as the depression era, and then again in the later 
1940's, the possibility of national health insurance was raised in the ¥.S. 
Congress, and defeated. It was not until 196), with the ra--age of 
Medicare, that a national subsidy for insurance war entertained by Americans. 
At the »orerent time, however, due to some of the »roblems nic we will 
now exolore (in an albeit cursory manner), legislation for various forms 
of a nationat or nationalized health insurance has ben set before Congress 
once again for consiJderation. And it looks as though Conrress is gviny 
to buy it, in sono fora. 

the followiaz, suwanary of soae of the problems currently facing 
the health care industry in the U.S. is compiled from articles, dis- 


cussions, and our history as a project. 


COST: A total of $63 billion was snent on health care in the !J.S. in 
1969, as compared to only $12 billion in 1950. This 50 billion dollar 
increase represents an increase of some 00% in health eynenditure in 
only 20 years. Whereas in 1960 some $128 wes the ner carita cxnenditure 
for health care, some $270 is the ner canita average today. 

TMnere area number of factors in the rtre of costs in healtr care. 
Medica) care hae become more technical, involving the use of comnlicated 
and exnensive equinnent; and hosnitals seek a reimbursement for their 
enuinpment outlay in raisihy costs. Secondly, medical services are often 
rendered when they are not neoded; patients can be passed to a number 

’ 


of snecialists Ltefore discovering their illness. The opinion is often 


advanced that the fee-for-service system of medical paygent is an incentive 


yay 


to verformiag unneces‘ary services. 

Thirdly, at the present some 90% of all Americans over 65 hold some 
form of health insurance. All insurance, and especially Medicare, in reducing 
the out-of-pocket exnenditure of the natient, has increased the use of 
hosnital cervices considerably; thus, costs (due to expanding facilities, etc.) 
have risen. 

Fourthly, there is a dearth of nhysicians who are actively nracticing 
medicine in the U.S. Due to a lack of competition in some areas, doctors 


have in many casesraised their fees. 


MORTALITY AND MORRJDITY RATES IN THE J.S.: Revorts from H.E.W. and from 
the office of Vital Statistics show that the United States is now 13th 
anong other countries of the world in infant mortality rate, wiln 21.7 
deaths ont of every 1000 live births. The U.&. ranks behind Sweden, 
Janan, the United Kingdom, Fast Germany, France, and others. 
Within the U.S. alone, infant mortality rates vary significantly 
from region to region and between racial grouns. In the region con- 
Le ining Tennessee, Alabanas Mississinni, and Sentucky, the 1967 
infant mortality rates were 21.8 per thousand (for the white race) 
and 1,;0.9 per thousand for the non-white races. In the New Enpland 
refion, in 1967, the infant mortality rate was 19.3 per thousand for 
the white race, 33.8 for the non-white races. These statistics noint 
not anly to a generally high infant mortality rate, but also to a severe 
Jack of medical attention to the non-white citizens of the U.°. 
Concerning life exnectancy in the YJ.S. , 17 nations in the world 
have fa higher life exnectancy for males than the U.S. (66.8 years), 
judeing by data pathered in 1965. Nata from 1965 also nlaces the U.S. 


J1th among other natinne in life exnectancy for females (73.7 years). 
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There are various factors feeding into all the above statictics-- 
misuse, or poor use, of medical facilities, uneven disnersion of medica]. 
Nersonnel and facilities in the country, »rchibitive costs for some, etc. 

The imnort of thece statistics, however, seems to be that nurchacine nower is 
not the only thing that needs to be reviged in the U.S. health care cysten ; 


the mode of delivery should be questioned also. 


GENERAL NDTSSATISFACTION WTTH HEALTH CARE DELIVERY: 
Much of the dissatisfaction that m exists concerning the health industry is + 
spread throughout all a5 classes of American society. Many are discouraged 
with the "fragmented" nature of the U.S. medical syster, one in which the nationt 
must first struggle to find a vrivate (whereby tn "enter" the medical raze) 
and then submit to being handed from snecialist:to snecialist, lackinz 
a comprehensive and continuously concerned treatment for his ailment. 
Currently, there are delays of as lonp ar three weekr between the time 
a nerson with an ailment cajJl*« a doctor and the time when an aor intment 
6lot is available. 
Rural and noor neonle eynerience further difficultios: J) tranrnortls:tion 
to health facilitier, which usually are centered in cities rather than 
in rural areas; @) »xayment for medica] treatment, especially for the 
"“eoxking noor™ who cannot qualify for medicaid and must nay high bills; 
3) utter Jack of snecialists jin rural areas, such ag obslétricians, nedia- 
tricians, dentiste, onticians. There are here also the Jarger issues of 
the innrobability of attracting a large number of ohysicians into rural 
or noor arean, the difficulty of Jocally suonorting: a health facility, ami 


the daffic ty of petting loca) sceonle trained in the health nrofessions. 
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LIMIVATIONS OF PRIVATE INSURANCE: Ceerentiyn 904 of those Americans under 
65 years of age carry some form of health insurance, thereby (at least in 
theory) having some sort of aid in defraying medical costs and somewhat less 
hesitation to use medical services. Concerning other, nerhans larger, issues, 
however--the shcortare of doctors, the "non~system" of health delivery , the 
tendency for health care facilities to conglomerate in American cities-- 
health insurance ner se has had no answers. 

What we are dealing with, then, is not merely the financing of health 
care but the revision of the nremises, forms, roles, and modes of health 
care delivery in the U.S. toduy. There are various nroxorals tefare the 
Senate and the House at this moment concerning instituting a cyctem of 
natdonal insurance or natj nalized incvrance: penerally, the nro xorals 
involve an internolay between insurance systems, the government, and the: 
medical profession; in some, the consumer js also afforded a role. 

Some of the legislation purnorts to radically alter the method of henith 
care delivery in the country today; other legislation does not nurnort 
such, cither because the comrosers feel that therk is no such problem, 
becaure the nroblem cannot be solved via legislati n, or Lecause they 
fee) that their nrograms will. solve the nroblem without an actual 
Orgeiunizational shuffle. 

Jt is higrly difficult to ascertaine--even to eestimate--the Jikely 
cffects of any of there bills. Jt is difficult to know whether a chine 
in the financing; nrocedure of health care (which most of the bil address 
themselver to) CAM acbually wodify the emoha ie of care frow caring 
for i tatartrohic jlinesr to health rajntvenance, or not. lt is 


¢ 
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difficult to criticize all nrograms, even those which DO vronore a rex 
shuffling of the medical system, knowing that change in it-elf in this 
case has no jnherent value but must be closeZy scrutinized for its effects. 
Finally, one of the mort difficult arrxects to this work is trying to es- 
timate how X bil], if enacted, will affect the structures we are encomterings 
daily~-the Regional Medical Program, Comnrehensive licalth, the Annpalachiian 
Rerional Commission, et al. In other words, at what point docs the absumict 
language of dollars, lesislation, etc., take shane in rules, nower, aud 
representation? 

This is where we are at, however, in mid-July: petting the facts 
down of wnat is possible, knowingour surrounding structures,--and what 
remains is to extranolate by our actions into a future. Magny hard 


questions--some of which follow--are in evidence as we do this, however. 


Lave 
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What do we want a health care system to be capable of? 

Should ahealth care system be nationally coordinated, or 
nationally tailored, or tailored to limited regions where 
people share similar health needs? 

What services should a health care system provide? Is 
health alarger issue than the clinic can handle? 

Who is to decide the needs of a community regarding health? 

What does "quality medical care" mean? Whose opinions 
should formulate this definition? 

Who, or what groups, should decide the future course of 
American medicine? 

Where should the money for health care come from? What 
strings, if any, should be attached to this money? 

What are the forces involved in modifying thehealth care 
System in theU.S. at present? Doctors, medical associations, 
insuraiice Coiipanies, medical centers, the government, the 
hospital equipment providers, drug companies, the dollar, 
the consumer...eHow will we work out an equitable health 
care system? 

Do any of the legislative proposals (summarized hereaftcr) 
modify the system so that we (and all segments of the U.S. 
population) can accept it? 

Will any of the legislation merely peapiaa prolong the 
problems---or amplify them? 

If the legislation is dissatisfying, what should be done 
--by us as a project, by rural groups, or byconsumers as 


a whole? 
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SOME USE VilL CRITERIA FOR ASSESSING THE LEGISLATION 


I have draym un the following criteria, from which to viev the 
Subsequent legislative summaries, from a variety of sources: a chief 
source has been a series of articles in the New E,gland Journal of 
Medicine by Robert D. Eilers, a health economist at the University 
of Pennsylvania. The statements underlined in the following have 
come from his writings and, in their peneral form, are acceptable 
to this writer. Other sources for criteria for judgnent come from 
gencral readings (fhe American Health Empire, by Health P.A.C., and 
various: articles) as well as from our own concerns in working with 
rura], poor, and unemployed people. It should be noted that, as we 
learn more about health care delivdry, the criteria can be adjusted 


--and that you yourself might probably come un with criteria that T 


have overlooked. 


FINANCTAL ACCESSIBILITY: A_ national health insurance nrogram ould ascure 
People below poverty level should not be required to nay premiums or taxes 
which nrovide basic financins of the insurance program; taxcs should nob 

be regressive in financing the prosrram. Deductibles (i.e., paying a portion 
of the initial cost incurred, such as the first $100 of $500 incurred), or 
cojnsurance (havinyw an insuranes program which will pay a designated portion 
--c.g., 70 or 80 per cant--of covered health care exoenses), should be: ured 
at a minimum. 

The nhrase "adequate health care" must be gradually defined; a suvstountind 
eronoreion of health care exnenses should eventually ke covered--initial'y, 
at Jeart 503, and then on un to 804 or so, according to Rilurs. A major 
inadequacy of current private health insurance is that jt a2ys only 1/3 of 


nedierad’l cosbe. 
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Finally, it should not be difficult for tre unemoloyed to rartici- 
pate in health nrovrams of this nature, or to enroll in groun in-urance 


Nlans. 


NELIVERAY ACCKEPTARILTL 7: The delivery arrange-ents allowed and encourarcd by 


national health insurance must be undersianda:le and arcesttable to a consumer. 


ee ne 








That is, a national insurance program must do more than make health care 
financially accesrible; otherwise, costs will simoly skyrocket (with increased 
use of facilities and services) with little improvement in health. Racism, 
snobbery against the poor, as well as simoly the functioning systems of in- 
stitutions themselves are often further barriers to health care delivery for 
many Americans, of aJl classes. Programs should be tajlored to fit the needs 
and desires of a piven nonulation (i.e., rural neople might have different 
health problems than the urban gehtto ponulations). Eilers sees the nocsibiliby 
of delivery of health care through one organization as the best way to assure 
good quality for the consumer; a4 prouyn nrackice organization or similar strucbure 
would nossibly cut down the need for a natient to travel from sxecialist to 


soecialist in search of a diagnosis. 





COSP RFFICTENCY: A national health insurance nrogrum must directly encourage 


consumer use of delivery arrangements that will make the most efficient ure 


ee ee 





of funds Plowing, tnrough the wrozram. The orinary targeb here eceie bo te to 


fe ee re 8 ee me ee ere 





eliminate the unnecessary use ot health services. It is generally held hab 
tne feceforecorvice system of medical oayment encouraged the uss of unecessary 
Serviecs and tervs; therefore, some «yslen of %ayment might te deviead viiieh 


would'*s:ake ohysiciens more accountable for the efficient use of funde and 


services. Eilers sees as a nossibility a system in which doctors and wedical 
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centers would benefit financially for the efficient use of seryjices. Another 


ibility is in a grou» vractice situation in which patients would enroll 


fa 


DOSS 
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with a health center for health care; doctors would (or could) te paid on 
a cavitation basis (i.e., per verson) father than on a fee-for-service basis. 
The emphasis would be on maintaining health rather than on treating cata-~- 
etrophic sickness. It is important to remember, in all there deliberati ns, 
that a conveninnt nayment system must not operate to the neglipence of 
the health of consumers. 

The chief observation to te made here is that a national health 
insurance system should evert a more direct influence jn the orientation 


of the health service system than is achieved throuch modifying benefits. 


VUASISD) IY PLEMENTATION: The above criteria will necessitate certain basic 


changes in the annroac!h of the health care system in the U.S. Increased 


access to health care wil] tend to inundate the health cate systems; while 
health care personnel, etc., is being increascd, the program mur it Le realistic 


in relati-n to the canacity of the health syrtem (this according to Biler:). 


MINIMTZATION OF GOVSRNMENTAL REGULATTON: A naticnal health insurance proven 


a a ee ee ee 


should ih ulate accountability and sel f-repulation nm by the financing ans} 


Se ee ete mee: + ee 


_and delivery system and should minimize the need for cxtensive POVEMEROH LEY 


er ee ee en EE RE RE RE EE RE SS ee en 


reposabior « ly, js likely that certain tyres of governmncntal res dation alata UA 
be necerrary--reparding, quality of care, cost repulation, ete. The arpuneni 
hem: Gs thal povernnenbal meulation deer not sour exyrcrimentaibion and Gand: 
boo medintain the etstac quo in health eare delivery 3 here ve murt also are 

‘ 


whether eoutrol by jnrurance comovanie:, or medical a:soejations, will be more 


Jicely to modify evlant health care anoroache:. 


132 


Eilers sees commnetition among health orsinizations (health service centers), 
which would be financed by national health insurance, as a oossibility for 
insuring quality and minimizing governmental intervention. Although we will 
deal with the issue of such organizations in a later section, we ned to 
ask such questions here as: 1)are such organizations feasidle in rural/poor 
areas? 2)must the organizations be self-suxnorting?. 3) will they be limited 
to treating only a nercentage of the noor? 

Eilers feels that the consumer choice of a health delivery organization, 
counled with a pre-paid canstation maygent evsie., will develon into a 


self-regulated health care delivery system. 


CuSUMER PARTICTPATTON TH COCT: the bulk of thrse envered bv national beady 


H 
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insurance should narticinate in cayine for their services tu» the evtent nec- 





essary to encourage their resxonsible use of services and vo minimize the 
adninistrative costs associated with obtainins health care. Consumer funds 
will add to the funds available for health care. Here, financing conld ‘be 
rotten throurh a oropressive tax , at the federal leve). A vrobvlem of us ing 
Feneral tey revenncs for heajth care is that the nrosrame would then be subyeel 
Lo the vacillations of the legivlature from year to year and could suffer. 
Bilers fecls, further, that the use of deductiblis should be minimized, 
while the use of coinsufiance is a nossjibility. The chicf reagon here is 
thab the oossibility of a cash deductible is likely to caure hee ivabion 


anon Ncoole of lov jncome who need to use health facilitics. 


os 
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ments that high-quality care, judged by nroferrional and consumer standards, 
is teing provided. This is one of the mort difficult criterka to be snecific 
about and to nlan for. There should te some mode of surveillance--a question 
is, by whom? (doctors, consumers, fovernment, or a combination?) --develoned, 
and a program of national health inrurance should develon s me means of 
Moron ae the health care delivered. There can be nroblegs of ower here: 
it is npogsible that the neonle or institution who receives or handles funding 


Will also have a strong voice in the surveillance of health care delivery. 


vome of the health insurance nroposrals, as we mentioned ecarlicr, ouroort 
to influence some or al) of the above issues. Others address themselves to 
them obliquely, as in the mode of funding or the reveiw boardr de«ifnated. 
-Sti1] others scem to be onerating out of no nreconccived values or criteria 
whatever. 

What will follow ic a very bricf outline of cach nrovered legislative: 
bill, as it stands now before the Conrress. (Some bills vere introduced earlier 
in 3970 bub have been evnbined or dronned at this roint.) The chicf bilir 
are those of Sen. vncob K. Javits, (len, Richard Fulton (AMA), Sen. Fdvard '. 
Kennedy, and the Administration. “s the bil] of the Administration ir quite 
dons. and involved, discussion wil] center chicfly on the conce: ot of the 
He tih Maintenance Organization (HMO) , a coneent which will be jmoortant 
in the develonm:nt of herlth carh facilities in tho immediate future. 

\ 
bach health program will be assessed according: to Eilers! criteria, «and 
then will be affurdd an jinformal discussion in terms of our inbercsts as 


aonrogect. Nerdless to say, health carc--as mirrored jin these biljs-- 
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will be a big political isrue this year; presidential candidates wil] be 
getting a good deal of mileage out of debate-, etc., as they arise. It 
miy Le nossible for you to glimose, even in there brief summariec, same of 


the political and economic forces at nlay in the workings of this leyislalion. 


oe 


A.M.A s Medicredit Plan 


("Health Insurance Assistance Act of 1970"; 
introduced by Richard Fulton of Tennessee) 


"A BILL to amend the Social Security Act to provide for 
medical and hospital care through a system of voluntary 
health insurance incJuding proectiong againstthe catastrophic 
expenses of iljness, financed in whole for low-income 

groups through issuance of certificates, and in part for 

all other persons through allowance of tax credits; and to 
provide for effective utilization of available financial 


resources, health,manpower, and facilities." 


PURPOSEs To financially help Americans buy health care 


coverage. 


e, hol in the armed force 


; S 
or enrolled in Medicare. The program is NOT compulsory. 


BENEFITS: The insurance policy must include 60 days in hos- 
pital furing a year (the patient must pay $50 for each 
stay, however); hospital outpatient care (the patient must 
pay $100 of the first $500 expenses incurred here); physi- 
Cians' services (here also, patient must pay $100 of first 

$500); drugs, ambulatory care. 


FINANCING: The Medicredit system is based on a "tax credit" 
system, which is computed on the basis of an individual’s 
net taxable income. The "credit" is the government's con- 
tribution tovard the purchase of private health insurance. 
For exauple, if one's income tax liability were $11--$20, 
the covernment would pay 98% of the insurance premiun; if 
Onets; tax liability were $891 or over, the government would 
pay oly 10%. (The bill includes an entire scale of incon 
tax liabilities and percentages that the government will pay; 
I have not checkcd income tax ranges to see if anyone “loses" 


or “wins" by this set-up.) 


\ 36 


Medicredit/2 


ADMINISTRATION OF PROGRAMs A Health Insurance Advisory Board, 


appointed by the President, havingeleven members including 

the Secretary of HEW and the Commissioner of Internal Revenue. 
"The appointed public members, a majority of whom shall be 
practiving physicians, shall be selected from persons who are - 
Specifically qualified to serve on such Board by virtue 

of their education, training, or experience."(p. 20) The 
Board is to set standards for inSurance programs, determine 


rates, etc. 


ROLE OF CONSUMERS: Minimal. One clause in the delineation 


of the dutuecs of the Board (above) reads: "In consultation 
with carriers, providers, of services, and consumers, plan 
and develop programs whose purposes are to provide for 
maintaining thequality of medical care, and the effective 
utilization of available financial resources, health man- 
power, and facilities, through utilization review, peer 
review, and other means which provide for the participation 
of the inSurance carriers and the providers of services..." 


(p.21) 


* % %& * * * * * 


RATING ACCORDING TO THE CRITERIA SET UP BY EILERS: 


financial. accessibility ? 


delivery acceptability 
cost efficiency 


phased implementation + 


minimization of governmental ? 


requiation 


consumer participation in cost “ 


quality of care 
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#2 questionable 


“= negative 


+= positive 
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On the Kesearch Summer: a Summery 


tne summer has been spent in three chief blocks of 
vime: 1; iniciai research, which consumed my time (except 
for a brief interval during which 1 visited the Briceville 
fair to momentarily regain my sanity) through most of July; 
2) compilation of critiques of all the major health insurance 
bills, including the composition of a position paper on 
the topic by the Project's point of view generally~-work 
which found its fruition in a 3-day trip to Washington, 
b.G., during which I and others (Bill Dow, Muffy kKcker) 
discussed rural health and the bills with various segments 
of our own U.S. government; 3) writing...summary statements 
to all the people we visited in Washington, a summary report 
for the prop ct, and--now in the works--an article on ruzl 


care and the current legislation that I hope will be published.. 


An initial report of a)health care problems, b) criteria 
for judging the health insurance legislation, c) the Fulton 
and Javits bills has already been xeroxed and submitted to 


the Project as of mid--july. That report will be combined 


with this addition to make a complete report on my conclu- 
sions concerning the status of health insurance legislation. 


Included in this report will be 
* Summmary of the Kennedy bill (8.3) 
i Summary of the Nixon bill (S. 1623) 
* Summary of the Washington trip 


af kecommendations concerning continued work in this 
area--(it is quite necessary ) 


* Appendices 


The Javits Bill 


("National Health Insurance and Health Services 
Improvement Act of 1971", introduced by Jacob 
Javits of New York) 


"A BILL to provide a national health insurance program by 
extending the benefits, enlarging the coverage, expanding 

the role ofprivate carriers, and otherwise inproving the 

health insurance program established by Title XVIII 

/medicare/ of the Social Security Act, by establishing 

anew title XX to such Act to provide comparable health 
insurance benefits to individuals not covered therefor under 
theprograin established by such Title XVIII, by providing Federal 
assistance to develop local comprehensive health service 
Systems, and by authorizing the establishment of federally 


Chartered national health insurance corporations." 


FURPOSEs To establish a national health insurance program 
by gradually extending Medicare coverage to the entire pop- 
ulation and by developing local comprehensive health-scrvice 


Systeus. 


ELIGIBILITY: Ultimately, everyone. Widowers over 62, widows 
Over GO, and disabled persons would be phased in by 1971; 
then the unemployed, the poor, and the remaining segments of 


the population by 1973. 


BENL¥ ITS: The current Medicare benefits; plus thephased addition 
of drugs for long-term illnesses; annual physical examinations, 


Later, eye and dental work phased in. 


FINANCING: ccual payments by employer, employees, and goveri- 

ment. Employers and employees would contribute on a tax 

base of $15,000, with the contribution by each reaching 3.375 

by 1975. The government pays 1/3 to cover the poor, elderly, 
disabled, and unemployed. The program is basically a social 
insurance program, but private insurers are the intermediaries. 

Jt is estimated that the basic financing, though based on a 
Slightly regressive tax, would not overburden the poor because 

the tax rates apply only to those having earned incomes. 1 3q 
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Ultimately, the proportion of the amount to be paid by 
employer and employee would be subject to collective bar- 
gaining. 


ADMINISTRATION: The current Medicare administration with private 
insurers as fiscal intermediaries; HEW could also contract 
directly with comprehensive plans, Reading the bill is gen~ 
erally baffling: yet it seems that Javits is both tryingto 
enlarge Medicare and the roleof private insurers AND devel- 

Op comprehensive health care centers (along the lines of an 

HMO) , possibly with an eye to giving the consumer a choice. 


ROLE OF CONSUMER: Concern with the consumer generally is 
tied in with provisions concerning comprehensive health 
Care centers. 

1)The comprehensive health care centers, to get HEW money, 
must be doing stuff to encourage group practice, increase 
health education and preventive health measures, train sub- 
professionals, emphasize community involvement "in the operation 
Of comprehensive health service systems, and shall seck to 
insure prompt response to local initiative and maximum flexibil- 
ity in such operation." (p. 37) /It should be noted that all 
such systems must be “consistent with any comprehensive Stato 
healthplan," “approved bythe State planning agency."/ 

2) The Bill authorizes the Hew secretary to do a study of 
methods of compensation to providers of health services, 
one of the objectives being "to improve the organization of 
health services and the mannerof their delivery, in order 
(a) to increase their accessibility to all individuals) wherever 
resident in the United States, (b) to provide continuous and 
comprehensive care, (c) to emphasize the maintenance of heelth 
as well as the treatment of jJiness.." In conducting the 
study, the Hil secretary shall consult with consumer groups 
on BY state orloc#l level--if there be none, he shall aid in 
their forination. 

3) Loans and grants will be available for planing "com- 
prehensive health service systems." "The Secfctary is 
authorized to make grants to, and to contract with,...? 

Jwcadice1 schools, nospitals/...or any nonprofit community 
nity qroup organized flor this V4 





purpose in a geographically def inedprimary serfice area and 
representing abroad range of income and social groups, or 
any combination of two or moresuch entities, to pay 80% of 
the cost of planning and developing a plan for a comphehenSive 
health service system..."(p.65) 

4) Finally. There is also money availablg for grants to 
pay 100% of custs of “projects" in “urban or rural poverty 
areas" for “assessing local needs"for comprehensive health 
care systems, or which help to meet those needs. There is 
no statement that such "projects" must become self-supporting. 


RATING ACCORDING TO EILERS® CRITERIA: 


financial accessibility + 
delivery acceptability -? (dubious ) 
Cost erriciency -% 
phased implementati' n +? 
minimization of governmental -? 
regulation 
consumer participation in cost + 
quality of care -? 
% * * 


NOTE: It is difficult forme to grasp the total import--and 
impact--of Javits’ because much of it is revision of a pre- 
vious law ("is amended to read ‘and Sec. 102b'"), all of 


which { have nbt had before me, 
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TO THIS POINT: (early July) 


Time has been spent chiefly in accumulatihg data and 
attmmpting to distill from it the issues which we are con- 
fronting (or rather, which are confronting US) in the 
Current health legislation. | 

A beginning list of contacts with ruzal health 
programs throughout the South, as well as with health 
economists and planners in different parts of the country, 
has been started. From the latter, I hope to gain more 
data, educated (and even radical) opinions from knowledge- 
able people one~step~removed from the health profession. 
Regarding the people involved in health care activities 
in other rural and poor sections of the South, I am weiyhing 
these possibilities: 1) sharing what information I have 
accumulated concerning the legislation; 2) suggesting a 
meeting, or a conference, of these people to discuss re- 
Sponses and possible ways of influencing the legislation. 


I feel an undeniable sense of urgency regarding the 
legislation currently before Congress. Health care is 
not an issue to be handled lightly--indeed, it is literally 
a matter of life and death for us all--and there are many 
in Congress who are getting a lot of political mileage out 
cf the legislation . 

But I have a second, and stronger, worry. The worry is 
that, like in so many other issues, Congress will debate 
anc haggle about these several mammoth bil&s, and, with 
ininoy ameciadments, will accept one of them. Then Congress 
will sit back and sigh, thankful that they have "solved" 
heaith care. From my readings of the bills (which follows) 
J am conviced n% that each of these pieces of legislation 
is rife with fallacies-~-chiefly relating to the consumer, 
but aera to sub-groups such as the unemployed, the rural, 
the poor. All of whom are people we are claiming to he 


concerned about. 
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The Kennedy Bill (S.3) 
"Health Securities Program" 


rUHPOGH: # national health insurance program providing 
brond henefits, administered by Federal Government and fin- 
anced by payroll taxes and general revenues, 


HoriGiblLitY: All U.S. citizens eligible. 


BENoFITS: Broad benefits; no cost sharing.. Hospital care; 
nursing home care (up to 120 days); physicians' services; 
dental care for children up to age 15 (later 25); lab and 
xX-Pay costs; medical appliances and eyeglasses; prescrip-— 
tion drugs for chronic illness; other health professionals' 


services. 


FINANCING: Tax on payroll, self-employed, and unearned income 
and Federal general revenues... The first $15,000 income 
is taxable; the total payroll is assessed for employers. 
Tax rates: 1.0% on employee's wages and unearned income; 
3.5% for employers; 2.5% for self-employed; Federal general 
revenues equal to the total receipts from taxes. 


ADMINISTRATION: Federal government--a special board in 
HeW, with regionsl and local affices to operate the program. 


HEALTH CARE FACILITIES: HEW responsible for all health plan- 
ning, in cooperation with state planning agencies. Priority 
given to comprehensive care on ambulatory basis. Compre- 
hensive health service system similar to HMO idea. Health 
resources development fund, a percentage of the income of 
the programs, to be used to develop health resources. Grats 
will be available for physician and professional training. 


CONSUMEKS: More than anyone else, Kennedy talka about con- 
sumers. Consumers are to advise the administrators of the 


Health Securities program; they are to advise local and 
regi onal administrators. They are to be a majority on 


each board. 
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The Administration bill (3. 162%) 
("fhe Family Health Lnuurance Plan") 


PURPOSE: 2=part national health insurance aimed to cover 
most of the U.S. population under 65: 1} required employer 


plan under private insurance for employges and their 


families; 2) federally operated family health insurance 
plan for low-income families with children. Provisisions 
to encourage the development of health maintenance 
organizations. 


BENKFUTS:(FHIP) 30 days of hospital care; nursing home care; 
physicians' services while receiving hospital, nursing 
home, or home health services; 8 home,offfice visits by 
a physician; well--baby care up to age 5; home health 
services: 7-day substitution for 1 day of hospital care. 
For both the FHIP plan and the employee plan, there is 
cost-sharing (except for the lowest income mai) 


FINANCING: Employer plan: financed by employee-employer 
premium payments. Employer pays 75% eventually; pays 
65% for the first 2+ years of the plan. 
FHIP: Financed in part by premiums paid by enrollees, 
raduated according to income; no premium for lowest income 
BEauDe Balance ALORS filled in from general federal 


revenues. 


ADMINISTRATLON: EMployer plan: Private insurance carriers 


under federal sppervision 
FHIP: Administered by HEW, like the Medicare progran. 


wLIGIBILiITY: Those who are eligible are 1)those under 65 
who are employed; 2) those of any age who can afford 
private health insurance; 3) poor families, with children, 
whose parents are looking for wark. This therefore 
excludes divorcees, widows and widowers, childless 
couples, unemployed persons whe6 have no chance for work. 


HBALTH MAINTENANCE ORGANIZATIONS (HMO's): An option to either 
of the above plans... An HMO is a pre-paid, group-practice 
mode of health care delivery that is offered, on a capita- 
tion basis, to an enrolled population. In this bill, 
HMO's must serve a population of at least 10,000 persons; 
and such a system must be able to be self-supporting. 

All bills deal with stmilar concepts to the HMO; however, 
the Nixon bill has fewer stringent outlines than most. 


CONSUMER:little is specified within the bill relating to 
consumers, ‘The Nixon bill is only the "bare bones" of 
cee bill, to be filled in by amendments and regula- 

Ons. 
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RURAL HEALTH CARE DELIVERY 
AND CURRENT LEGISLATION 


A Position Paper by the Student Health Coalition 


One of the chief arguments against providing health care 
facilities for rural areas is that rural BAPTACLONA are 
migrating to the nation's cities. More than one official 
in tealth care planning agencies has told us that if rural 


people want good health care, they should go to the cities. 


Rurel] Appalachian people WILL continue to migrate to the 
ghettoes of Chicago, Cincinnati, and Detroit , to com- 
pound the problems of those areas, until life is made live- 
able for them in cee home regions. Rural people all 

over the country will rush to all citics for jobs, health 
rabeee and educetion--and fail to find them all~--until 
legislative and Lane setracive eyex turn -to neglected areas 
of the country to £111 the nceds of those Americans Who 
desire to remain there, Lf life is made liveable in rural 
areas, populations will. possibly cease to cluster desper- 
ately around our citics but wild rest, equalized, on a)l 


‘ the nation's lands. 


RURAL HEALTH CARH DELIVERY 


A Position Paper by the Student Heaith Coalition 


I.) Introduction 

The Student Health Coalition is a student-organized and student- 
governed coalition of young people vitally concerned with probing, 
comprehending, and positively affecting the crisis of health carc 
delivery in Appalachian east Tennessee, Tne coalition, noOw aitiintiaiig 
its second full year of existence, consists Of 100 staff pe@rsuts-- 
medical siudents, nursing students, technicians, law students, 
nutrition experts, Healtheducavorel couwnunity organizers, and 
reseacchers, as well as several physicians. With the exception 
OL Lint physicians, evecy staff member receives the same salary and 


4ll share an-equal voice in group decision-making. Workers come 


From Tennessee, New York, California, Oklahoma, Georgia, and other: 


POints in the U.S. 


The Student Health Coalition (SHC) is committed Lo experiment a- 


tion in the health care delivery field and to a flexible oponness 
in pursuing solutions to rural health care delivery problems in 


. *h 
Appalacnia, as weil as in other rural areas. 


There are several aspects of activity in the SHC: . One is the 


~ 


"health fair," in which two..lacye wvpile heallh screening units tra 


vel among several communities in eastern Tennessee screening the 


AVE ewopulatvong ein) a) uediem. sponsored ny a local community group. 
in wnich staff members reside in 


}Hb 


A second is community vrganization, 


the aforementioned local communities, organizing a local health 


* 


council of consumers who ace interested im developing long-range 


accessible health care for their area. The organizers. together 


Wilh nursing, medical law stugents and community people, con- 
duct Bey eae on the nealth fair populations. A third aspect 
Of the SHC is “special projects "--research into ecological prob- 
lems of the areas, the level of nutrition, national health in- 


Surance, black lung, etc. The SHC process is thus one of listening 


(via organizers, to the community needs; via research, to larger 


health and social issues; via medical staff, to the feasibility of 


Our health screening and paramedical innovations) and of reasoned 


Commitment to the innovative resolution of the health care crisis in 


Appalachian and tural America, as a resull of what we hear. 


We visit Washington at the end of summex 1971, because we 


are struck with the health care crisis in our area of Appalachia. 
We are siruck with the level of medical pathology in the area; with 


the frigntful inaccessibility--both geographical and financial-- 


and witn tne glimmer of a pussibility 


Of health cure facilities; 
* 


for Change. Berore we entered this area of Appalachia, and*diwring 
ae 3 aes ; . 
Our stay ctnere, local community groups have been organizing their 


Own modes o£ health care delivery, tailor-made to their own medical. 


$e€oyraphical, and financial needs. Local communities are develop- 
ing active health councils in areas n@vei organized before, They 


are giving birth to and nourishing young health clinics which are 
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serving the needs of the people who created them--Am@€ricans generally 
isolated from middle-class, mobile America--as no Ordinary health 
system ever has. We are impressed with tneir efforts, astounded 
ly their capacities to organize and execute nealthn cure delivery 
Opéralions, and we are committed to working for tne encouragement 
and continuation of their efforts. 

we come to Washington at this time DLevause many legislators 
and government agencies are proposing various changes, both finan- 
Cial and organizational, in the U.S. health care delivery system. 
The decisions which will soon be made in Congress and in H.E.W. 
Will be a milestone (either a success ar failure) in the history 
of the U.S. medical system. More importantly, these decisions 
will profoundly affect--and serve to promote or to devastate-- 
the ivcal organizing and highly innovative thinking which is 
Now going on in rural Eastern Tennesse, and in rurai counterpart 


areas all over the country. 


We are here, then, to discuss what we have heard and seen in 


Castern Tennessee, to discuss the concepts which we consequently 


oh 


strongly support, and to relate these two realities to some of 
a’ 
4 
the health care proposals now be ing-.cons idered in the U.S. Congress. 
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IT. Community Decision-Making and Concern and Health Care Organization 
It has been our experience that the health Aare delivery system 
in the uU.S., as it relates to ali citizens, is in need of more at- 
teniion than a heavy dosage of money will offer it. MThere is a 
dearth of health manpower today; hospital costs are increasing with 
almost geometric rates; hospitals themselves are overcrowded; in- 
Surance rates climb wnile benefits diminish. The maintenance of heaJjth 
in the United States, amid the flounderings ot health instituticas 
to kcep their heads above rising waters, is an idea put off until 
Sunnier days. 
It is our belief that many of the foregoing problems, cited 
to the point of boredom, can be positively dealt with, and the 
health care system positively though painstakingly changed, by the 
inaanconea aon of strong community input and sharing in decisions re- 
garding the organization and delivery of health care. Somehow, the 
medical system must be retrieved from chaos; financial stabilization 
Will help some, but the long-range stabilization of strong community 
concern with health care might weil be the ‘point on which the success 


“bh 


Of our current efforts will pivot. 


‘ 


Inherent in the process of community-governed heatth facilities 


a e - 


¢ 


is a return to a medical emphasis on patient care and an orientation 


Of medical education toward the outlying needs of a community. It 


is highly likeiy that locai yroups, give their living Knowledge with 


can accomplish in fact wnat the Regional 


1H 4 


heaith problems in un urea, 


Medical Program has been struggiing to €nact since its inception, 
CorollJarily, a cooperative community/medical program can insure that 
the medical needs of the localepo stilton are voiced and Liat med- 
leal assistance for thuse needs is provided. (Persistent proplems 
in Appalachian areas are worms, lack of pre- and post-natal care, 
heart and lung disease--seldom crucial problems to large city hos- 
Pitals and medical centers.) 

T£ citizens have an active stake in the formulation, adminis- 
tration, and success of their health care facilities, the feasibil- 
ity of health educations programs--~and the resulting emphasis on 
health maintenance in a community--is immediately incr2ased. It has 
been our experience that communilies desire a good "health record"; 
they take pride in tine things they invest time and money in; and Livy 
t ake pride in knewing and working with physicians and nursing per- 
Sonnel. Community people have been eager to be trained tor sup- 
Portive technical and even paramedical work: would not one possible 
solution for out health manpowex crisis be on-the-job training for 
local peopie who desire Lo remain in their own (rural) communities? 


The shift-to communily coopération in Life Gevelopment of health 


+h 


Care systems, tacilities, and manpower-—not an "adviscry" cooperation 
I . 

but an enfranchised stake--is a m@ans to gradual and stable change 

in the health care delivery system whose long-range possibilities, 


in our opinion, far outweigh those of the blueprints Lor nealith cure 


révision which merely shuffle ottices in large medical centers and 
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healih pianning ayencies. ‘to enact such a decision would Le pains- 
taking at the véry least. We reel, however, that the American health 
care delivery system will be nourished back to maintained health 

not by a sudden dosage of painkillers but by gradual, nutritious care 


administered by nothing else than human hands. 


IJJ. The Frealthn Care Crisis in Eastern Tennessee: Notes on 
Yroblems and Progress 


The migration of physicians from rural areas to large 
metropolitan arcas is a present fact of life in the U.S. medical 
System. <A recent study by P.M. Gottlieb for the A.M.A., based 
On the patterns of 1960-65 graduates of American medical schools, 
Showed tnat 17.9% of such graduates have ciustered in metropoli- 
tan counties which account for only 12.8% of the U.S. population. 
Rural counties of under J]0,000 people, however, which account 
for 2.5% of the U.S. Population, attracted less than 1% of the 
graduates. There are presently 134 counties in the U.S. which 
have no active non-fiede.ral physician atl all--an increase of 2% 
Since 1953. As the ae population déusity of these countics 


is 2 persons per square mile (compared with» the national average 


OF 57), these counties can be clagsified as rural. 51% of these 


thas 


< 


counties have an average housenovd income which is approximately 
257, below the average household income in each respective state; 
though the ce unties may not be strictly efassitiable as "poor" 

counties, the difference in income level is nonetheless striking. 
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The five-county area in Eastern Tennessee in wnich the Student 
Health Coalition has concentrated most of its efforts fits easily 
into the already grim picture of health care, There are 4.5 doctors 
per 10,000 peuple (covering extremes of 1/10,000 in Hancock County, 
13/10,000 in Anderson County) and 3.4 hospital beds A heresies per 
One thousand people. On the average, 49.2% of the population 
of these counties have family 8ncomes of $3000 per year or 1ess 
(1967 figures) and 67.3% of the 5-county population falls below the 
$5009 mark in tamily income. The area is largely mountainous, 
with few paved roads and even fewer highways by which people might 
reach health care facilities in the city. Further inhibiting 
accessibility to health care is the tact tha tew sanilies can atfore 
an automobile at all. Hen ars to the doctor for a check-up will 
cost $15 tor a fee and at least $15 more for transportation, plus 
an entire day's time in traveling and waiting in a crowded doctor's 
office, The result of such financial, geographical, and personnel- 
related isolation from health services in such areas is Simply no 
health care at all for many of these thousands of American citizens. 


neonate cols little is being done in many of these counties 

he 
to increase county revenue and provide jobs for the inhabitants-- 
a situation whicn might aid in £tnancially alleviating the health 
crisis. With the exception! of oak Ridg# in Anderson County, coal 


mining is the chief occupation of local men. Many coal mines, 


however, have shut down in recent years and only in recent wonths 


nes 
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have severance taxes on coal exports even been considered by couniy 
governments. Much of the younger population has left the counties 
HOY work €Glisowhncce oreremaim cienc anémployed; thus the population 
1S skewed toward the aged and the dependent, which is considered 

a@ poor risk group in mimany health insurance plans. 

The type and level ot medical pathology found in these 
rural communities is markedly distinct from that of urban areas. 
The included table concerning health problems in urgan and rura} 
Anag@rson County is typical of those uncovered in most of our five 
counties: high levels of TB, pneumocnniosis, worms, prenatal mor- 
tality, hypertension, and diabetes--as well as severe dental 
Caries and the resultant problems of malnutrition--abound. 

Rural areas in general, then--and these five rural Appalachian 
Countics in particular--have distinct and unique health care needs 
Which must be met. As there has been little in the past to attract 
medical, nursing, and dental personnel to the area, however, 
the local communities have, of necessity, begun to develop their ow n 
h€alth facilities, to organize health services around their own 
needs, and to: scek financial stabiiity for their health systems. 


> 


The are literally making something from nothing. 


fh 
The Model Valley Project 
Yne Laurél Fork valley in southeastern Kentucky (1500 residents). 


the clear Fork valley in Tennessee (2000 residents), and White Gak 


Mountain in Tennessee (1500 residents) have all developed, over the 
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course of some five years, local ambulatory-care clinics in their 
respective areas, utilizing local persons as volunteers and as 
staff members. All the clinics are governed by boards of local 
consumers. These three local community health soe working from 
the ground up, have joined together and begun to devclop plans for 
a ccopérative health service which will ¢@icd all three arcas, divestiiigq 
themsclives of the inconsequcntial state and counly line demarcatlions. 
Iocal people surveyed every household in the 3-clinic area, nearly 
1200 households in all, to ascertain specific health needs. The 
resultant pruposed plan includes an extensive transportation and 
communications system among the three clinics, a local health edu- 
cation program waicn would employ locai people, and an environmental 
health program. The intense hope of the people in this area is 
that the nascent plan will survive, financially and in the hands of 
the Comprehensive Health Program, and continue to meet their health 
needs. 

In a corollary attempt to raise the level of income in the 
Clear Fork valley, local residents have, after much work, organized 


and begun work in a small wood pallet factory. This is the first 


industry to come to the valley in decades, 
PJ 
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Briceville, Deer Lodgé, and ,Sneedville, Tennessee 


Each of these small, unincorporated communities in Tennessee 
have, in the course of the past two years, developed local clinics 


which are governed by local clinic groups. The Sneedville community 
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has trained local people to run blood pressure and hypertension 
Clinicg in old schoolhouses all over Hancock County during the 

year. Their health countil is broadly representative of the entire 
County. -Deer Lody= nas a clinic puilding staffed with Project Concern 
doctors anda nurse--personnel]l which have continued to work in the 
arGa beyond their accustomed stays. Bricévilie has a trailer clinic 
und has tired a nurse with its own grant money; negotiations for 

money for drugs and future development are underway. All of these 
Groups are just now at that tentative point in organization at which 
they are beginning to seek stable cooperative activity with sur- 


rounding health facilities. 


In ali these communities, the health council is the chief 


} 


Pivot point of community organization. For populations traditionally 
Oriented around isolated family groupings, the health issue has 


served as a focus for the beginnings Of community development and 


COOpeCration. 


These developments in rural health models of delivery, organized 


around patient need, community and physician cooperation in a mutual 
oh 


have counterparts in rural areas in 


Projyecet, and health maintenance, 
a 


411 corners of this country. (See* the 1970 A.M.A report, "Health 


Care Delivery in Rura] Areas!) The neo~natal status of all such health 


Models, compounded hy their prime importance as highly likely proviny 


. . 
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Yrounds fur the direction of U.S. medical practice in general, 


an invincible argument for the development of maximum flexibility and 
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Support of rural health models in all forthcoming legislation. 

The efrorts and hopes of these rural people, the simultaneous growing 
interest. of medical societies and medical centers in their activ- 
ity, as well as the solid promise of the models themselves, must 

not be plowed under in any hasty effort to eftect a national 


System of health care delivery. 


IV. The Concept of the "Health Maintenance Organization" and 
Rural Health Problems 


Many of the forthcoming proposals and bills relating to 
National health insurancé or nation-wide improvements in the U.S. 
health system include some number of provisions relating to what one 
Plan has called a "health maintenance organization." Whether the 


concept is called HMU, "comprehensive heaitn service organization? 


Or"“heaith caré corporation", such a mode of practice is gcnéraliy 


Gescribed as a program of comprehénsive health care offered on a pre- 
paid basis to an Gnxolled population through a capitation arrange- 


ment. Many “HMO-type" medels urge group practice of the physicians 


involved, in order to curtail the needless use of services and to 


Control costs somewnal. oh 


The possibilities of pre-paid group practices of such a/type, 
4 


‘fan, 


While not yet proven enough to suit many, are nonetheless promising 


as we judge them, for the revision of the health care system, 


Coouperalive group practice, the location of all medical personne) 


and facilities in a single medical center, the emphasis (1¢sulting 
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from pre-payment) on health maintenance rather than on catastrophic 


. 


treatment--all these things seem encouraging to us. 

Our problems in accépting the concept spring from our belief 
that the* HMO-type organization is unfortunately oriented toward 
Urban, mobile, persons of a moderate income--three factors which 
Cxclude the area in which we are working. 


kMost discussions of the HMO-typeé organizalLions insist, fo. 
Secnomic reasuns, thal tne urganization enroli between 206,000 and 
30,000 persons in order to sustain itself financially. Only one 
Of the five counties in which we work has over 25,000 people; 
Hancock County has a project 1970 population of only 6497 persons. 


 * A further propien. is transportation. If neaith personnel 
“nd tecilities must be located in one centér, and if (judging by 
Pupulation numbers) a 2—- or 3#county area would have to be combined 
for a Single HiWO-type organization, enrolleés would nave to travel 
Considerable distances, even still, to reach health facilities. 
Given the transportation problems outlined earlier in this paper, 
health facilities --despite financial accessiblity--would be 
Geographically inaccessible. 


* Most of the discussions require that, within a periuod of some 
‘wo to five years, the HMO-type cryanizalion should be able to sup- 
Port itself financially by the payments of its members. We have 
Clted, however, that in our area alone some 49.7% of the families 
have an animal income of $3000 or less, and 6/.3% make only up to, 
$5600 annually. Given such a high level of near-poverty, it is 
difficult to see how an HMO-type organization could survive, 


coe 
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* TF there were a national health insurance of sume type to 
COver these people (and many of these people’ represent high-risk 
Sroups) the ceiling set on the numbers of includable poverty poople 
©r Old people in a given program (a feature Of sevérai pieces oL 
legislation) would have to be removed. - 


* Since most large hospitals and medical school centers are in 
therefore largély impractical distances from rural 
counties) any provision that qualification for 
depends on a strong medical center or school attil- 
silly block the development of an HMO-type organiza- 


Cities (and are 
Corde jn these 
| isl) typo scratus 
tant Pon could po: 
Lien in a rural area. 
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As a blueprint concept, then, the HMO-type of medical delivery 
iS in many ways problematic for the rural populations with wnom we 
are working. Te the extcnt that the HMO archetype is promoted-- 
to the reduction or exclusion of federal funds to help support. the 
gevelopment ang sustenance of other modes of health care delivery--- 
the concept runs counter to the interests of many Appalachian and 
rural persons and of ourselves as a project. 

Where rural health care delivery is at. stake, we must work 
toward a hagn degree of flexibility in developing models and 
Support. We must seriously exploretne possibility of using federal 
funds to support health facilities of a smaller scale than the 
HaAd-tyjo plan. We must work to encourage and to Gxperiment with 
conusunity involvement in health facilitics by enabling community 
Clinic organizations to wagers and administer tunds themselves . 
Because it 3s unlikely that Large-scale centralized health facilities 
Can succeed in areas such as we have described here, federal inonic.: 


Must ls freed up to support (at least in part) rural health care 


tailor-made to the health needs of the people wio 


- 


development , 
Consune the services. The situalioa is prooiematic, but the 


health needs of our rural areas can be neglected no longer. 


V. National Health Insurance and Rural Health Needs 

The point has been advanced previously that many of the people 
--aged, poor, and rural--in our five eastern Tennessee counties necd 
Some sort of fimarncial assistance for health care, that financial 
aSsistance will in part (and only in part) aid the health crisis 
in that area. Many families an the area draw some sort Be g?vern- 
mental aid-+-welfare, Black Lung, disability, or social security-- 
and exist on the basement levei of the American economic systcm. 
In spite of the level of poverty, most of the people that we have 
Worked with caré deeply about sharing, to some possible degree, 
the costs of their health care. The proplens, however, in terms 
Of some of the current legislation , arise as to the amounts of 
Sharing that ARE possible. In many cases, families have stayed away 
from a doctor's office in time of illness because ot the $15 fee 
for service. Coinsurance or deductibles, then, in spite of their 
likely feasibility with wealthier persons, would most likely 
greatly diminish the actual accessibility of health facilities to 
Poorer people who need them. Such features, we feel, should he 
Avoided in any health insurance legislation. 


Many of the people in the egstern Tennessee area are what the 


Pe 


insurance companies call a “high risk" group. A question, then, 
that we have to those offering private health insurance at an az- 
C@ssible rate is whether the quality of a policy tor the popvlatreris 


We speak of would be adequate to their needs or whether a truly en 
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health insurance policy would be much more costly. As there are 
few large industries in the entire area, group ETPOnencinea nance 
is an unlikely insurance possibility, except tor miners. 

We also have questions concerning the definition of a "pro- 
vider" who receives insurance reimbursement. Tne local satcilite 
Clinic, rather tnan the large urban medica) center, seems to be prov- 
ing itself as the most feasible and accessible health ane provi- 
Sion mode). for this area: that such a clinic, or clinic cooperative, 
IF it provided adeqaate health cace (1.e€., with a doctor visiting 
1-3 days per week), qualify as a health insurance reimbursement re- 
Cipient would be necessary to the pucposes of those in the area ot 
Wich we speak. 

A second point of concern needs to be derived from the ahove. 
We are concerned lest, in making the affiliations necessary Lo 
recaiye health insurance (such as possible pressures to join an 
HMO-type organlzation, or ope need to go to a large medical center 
Some distance away), the people of east Tennessee who have cuncen- 
Lrated their energies and their resources into their own nealth 
Care system would again be fragmented end drained of their impetus. 


Tf there are not concentrated efforts both in the tovwmuLarion and 
4 


4 


in the administration ot these Laws the current trends of health 
Care delivery will remain, and the rural sick will only worsen. 


The Appalachian people will still have to trek to Ehe cities for 
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delayed, confusing and expensive care--or worse, they will choose 
to remain at home. The people in East Tennessee will lose their 
interest in health care, which yet unites them. Finally, they 
will sacrifice their needed input into a health care system 

that can treat them. And the health care system can lose a 


fresh spawning ground for new health forms--oriented toward 


community health care. 


VI. Consumerism and Rural Health Inte rests 
Our theses that consumer boards should be decision-making 
and responsible, should now be clear, Even the most "liberal" 
legislation presently before Congress, Mowever, includes consumers 
only as advisors in devising and enacting various changes in the 
health care system. Our experience in East Tennessee has proven 
to us that, with technical assistance, local groups can and do 
live out their commitments to health care; they are scrupulous, 
even frugal, in their plans and their financial commitments and 
have held themselves accountable for all endeavors. Thus, we must 
initially dissent with all the legislation at this point: consumers 
Should be "“enfranchised” cooperators in the health care systen. 
There are some things which we have learned about poor and 


rural consumers on boards, however, that should be acvanced for 


the henetit of legislative writers. One is that representation on 

a "board" by a rural or poor pérson is often aovenenel nina and 

Choroughly intimidating experience. Unfamiliarity with “hidden 

agéndas", actions done out of financial or political interests, and 

keberts' Rules of Order forces many shy or "“backward" persons to 

Silence; thus, a "consumer" board Ae so only in name and not in fact. 
Similarly, many consumer boards include as consumeis persons 

who hold some position of power or Influence; be it political,.' 

financial, or professional. More often than not, such persons 

fall into symliar (and relatively igh) income brackets. While 

Sucii an approval board may indeed be convenient for the planning 

and execution of larye-scale health programs, such a "consumer 

board" is nonetheless de facto skewed against the poorer consumer. 

AS we have seen in this paper, much, 1f not. all, of health care 

accecasibility is a function of finances: money is needed to pay 

FCs as well as to provide some means of transportation to facili- 

ities; and further, living in the mountains almost de facto means 

living on a low income. As personal finances relate so directly 


to health care, we strongly support the inclusion, on such health 


. 


©onsumer bourds as may be formed, sof persons of ALI economic 
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SCrala--perhaps in accordance with the percentages of various 
income brackets in the given region. No piece of legislation to 
Cur knowledge includes such an all-important stipulation. 
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VII. Summary 
As a Student Health Coalition, then, we support 


*The creation and maintenance of federal monies and sssistance 
for the development and support of rural health care systems, 


administered by local conaumer’s groups. 


*Consumer decision-making powers regarding health care delivery 


in conjunction with medical advisory groups. 


*The qualification of sonsumer-run, small-scale, health care 


Operations as “providers” in an area to receive reinbursement 


funds from health insurance monies. 


*A national health insurance avilable to all persons, with 


no deductible or coinsurance features, 


“The lessening of pressure on health planning agencies to 
develop HMO-type organizations in areas where they 1) may or 
may not be feasible; 2) may drain off energy of planners to 


look into rural care problems, 


Wt, § 


New Systems of HealtheCare for Four Rural Communites 
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Introductfon 


Recently in the United States there Has developed a growing 
degree of doubt Ain the minds of many people, concerning the efficien- 
CY of the existing systems of health care delivery. This feeling 
has stimulated some health and community personne). to develop and 
attempt to inatall their own metifods to function in place of the 
System that had existed for a particular part of our society. This 
Wesatistaction has grown mostly from two areas: consumers, who 
have become increasingly antagonistic about their participation in 
the Systems which exist for them, and, medical personel, who 
have &rown disturbed about the INCOMES LEN CY which is omnipresent in 
Rost Systems throughout the ainchia. 

By health care delivery what is meant is the provision of 
SOlutiong to the problems of health. that are particular to a 
Certain society, The delivery of such solutions is accomplished 
by & system, which.concerns political, sacial, and envsronmentay) 
functions, as well as the pathological conditions which are 
found, Therefore, health is not confined to ¢d merely physio~ 
togtear cure, The functions of the structures which:sare unique 
bo the culture must be recognized. Egalitarianism is alluded to 
tn the United States, but many cultural distinctions can Ne made_ 
between large populations within the society. For example, 

‘h rural America the greatest problem facing the health delivery 
8¥stem is the entrance of the population into such a system. The 
*easong are uniquely cultural - transportation, ecomic conditon,, 
Cte, Whereas, in urban America reaching health facilities and 


“Ceiving primary care is attainable, but the cost of acute care 


irresolvable for mony of ths working and lower middle class 
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familtes, Although there are similar problems that must be faced 
in culturally distinct areas, the culture and its structural 
Charncteristics must be considerred in order to understand and 
meet the unique demands of its indigenous population. The concern 
Of this work 1s to examine a particular culture and what the 
health problems in such an area are and how they relate to the 
rest of the culture's structure, It also will examine one method 
in the area to begin a new health care delivery system, The eval- 
Uation of its success to meet the cultural demands the areas place 
On it are to be considerved. Finally, coparative literature in 
the field of health care delivery will be -related to the parti- 

a 


Cular work in rural Appalachia. 


The area, Which I wish to use us focus, is that of rural 
Appalachia, and, more specifically, four (4) communities in 
four (4) differmnt counties of Eastern Tennessee. Rural people 
have unique problems in relating to eystems of health care, as 
has been suggested. These people will be what is classically 
defined as the target group. The change agent, which will be 
discussed in reference to these communities, is the Student 
Health comations This organization began three years ago as 
® small group of medical students concerned with the problems 
Of heAlth in this area. The fact, that the group has continued 
to be composed predominately of university students, who havo 
had little experience - living or working - in the Appalachian 
@fea, has necessitated a high level of onilentactont Also, as 
©Xpected, there exists the almost classical divisions of the 
target group and the annovatine organization. However, the 


interaction of these groups is structurally modified from 


\ le lo 
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Most of the examples that I have read (Foster, 1969). However, 
Problems associated with sich a setting ~- barriers and stinulants 
to change, ess gratification, cultural differences between pro- 
fessional and client end the problems this ccndition brings about, 
establishing producgtive communication, and education of both 
Parties ~ are numerous and everpresent, 

Distinct variations in change can be analysed in all four 
Communities. Both extreuse of development - viable health 
modifications and little chenge - are represented by two of the 
Communities (White Oak, Tennessee and Sneedville, Tennessee), 
While Briceville, Tennessee, and Degr Ledge, Tennessee, mirror 
Communities that are in what myy be thought of as formative stages. 
It shoulé be understould that these are dynamitcesytems, which are 
Wite volatile with respect to change. Chanics in the health area 
Cn and do affect political, sociul, and cconomic structures with- 
in the community; and, thrrefore, the forces of resistencé and 
Stimuletion ate constantly in action and, may,at any time modify 
the conditions which exist at present. In analysis these conditiona 


Willbe carefully considerred. 


Communities 


Sneedville, Hancock County, Tennessee 

Sneedville $s located in the northeast portion of the state. 
The land is hilly with moderate elevation throughout the county. 
Sneedville resides as the county seat of Hancock County. The county 
18 the Emallest in population. to be considerred and th?.poorest in 
the Stat+, Its poovulation heer a mecdlen yearly income in 1960 of 


*1442 — one fourth of the median in the U.S, at that time, (Table 2). 
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Sneedville sits in the eastern part of the county. Although 
Sneedville 1s located on the route of a state paved road and access 
is not a great problem, the county is noticably lacking in en 
fasily traversible read system. This eituation adds to the iso- 
lation, which is a dominant feature in the culture of the area, 

The effects of this isolation will be further considered with respect- 
Co special problems. 

Within the city of Sneedville there is a high school, an ele- 
mentary school, a post office, several restaurants, a county 
building, and a few local businesses (ic. gas stations). There 
fY€ no large factories of business enterprises and the functions of 
the town are greatly divergent from those of e« larger city. 
Primarily, it serves as a centex of Social activities for the county. 
The one hospital in the county 1s located in Sneedville. However, 
the doctor - patient ratio in the county is 1/7435, wheth partially 
‘llustrates the insufficiency of the service. 

The major occupation, in the area is farming, where 74.4% of the 
land 4s in farms (Table 6). Unemployment is low, 2.8% in 1960, 
but this fact is misleading. In 1964 the living index for farm 
®Perators was 57 in Hancock County, while in the U.S. it was 122 
“nd in Tennessee as a whole 92. 

Poverty in the area 4s further empha¢giged be the amount of 
People receiving public assistance (Table 8) and the housing 
Situation in the area (Table 9)..: Hancock County like most Ap- 
Palachian counties experiences the phenomena of out-migration. 
the years 1960-65 showed a population change of ~5.9% in the 
“OLity, while Tenneszee was inercasing its population by 6.5%. 
However, though out-mizration ceene steady, there is an interesting 


BOChemuniich can be interred rrcnranianion Gahere tien ai aotaeama: 
{Lg 
ne 


decrease in the population in the 20-24 year old age group accom- 
Panied with a sharp increase on cither side. The tendency for many 
young people is to leave the area for some time, but often 
frustration or "home sickness" leads them back tao.:there home county 
OY another Appalachian area. A further evaluation of this migration 
W111 accur below, 

Health care in the area is viorse than poor. The hospital has 
16 beds, which 1s a great deal less than necded. Long term patients 
are discouraged end the facilities ate ilequipped for many acute 
Cases. The doctor's case load is too large to provide him with 
Emole tire for cach patient to bev piven cdequate gervices, 
Economic conditions disallow many people to pay the doctor's or 
hospital's bills. However, the greatest problem, concerning 
health care in this areca is the problen of mobility. The county 
does not have concentrated population areas, The resiéents of 
the area are often hard pressed to travel a long distance to the 
hospital and the medical facilities are not designed to provide 
MObiie care, Therefore, the situation often arises that the person 
“nd health facilities that hu needs never meet, 

Sneedville, then, is located in one of the poorest areas in the 
Nation, The population is largely made up of farmers. Industry 
is Virtually nonexistent. No major mineral, water, of recreational 


Centers exist in the county. The health facilities are minimal. 


And S0cial mobility is low. 
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nite Oox, Gnanbell County, Tennessee 

white Oak is a tiny community. located atop White Oak Mountain 
in the northeast of Campbell County, The citizens of White Oak 
@%e, on the most part Reeseniecters or vorx in a field related 
to the Shaft or strip mines for eee 

There is one grocery store in the town. Located in connection 
"ith it are a gas pump and a small grill. A small clenentary 
School and health clinic ate in the community. The health clinic 
ts run by a citizens’ helith council and is stseffed by personel 
from the Student Health Coalition, at present. affiliated with 
the Council is work in housing imfrovenent being curricd on by 
Sthdents and interested community people. It 483 in response 
to Conditions reflected in the fact that in 1962 Caupbe]}] County 
had Ay unsound housing at the rate of 697, that this action is 
being taken (Table 9). White Oak mirrors this statistic. 

Economically, White OAk probably lies beneath the statistical 
Werages, which follow. In 1966 Campbell County citizens had a 
Nedian income of $2579 (Teble 2). The living index for farms 
in the county was 79 in 1964, conpared to 92 for Tennessee farmers 
(Tadie 6). Unemployment in 1960 was 10.6%, over twice as high 
&8 that in Tennessee (Table 3). 

In White Oak thergis a strong tendency for the young people 
Be leave, Talking to more than twenty (20) males in the 15-20 
“Be &Sroup, the most striking factor was the refusal to work in the 
Shart Mines, as their fathers had or were. Campbell County is the 


€cond largest coal producer“in the state. The industry is 


Qln ane is 
Most &@lone in EMnvpLoyins. ChE acini olle Grates Peal OITOL. MOe 


TO 


Working in the mines leaves the male in a position of dubious 


Cmploment. 1 


Although White Oak is near Interstate 65 (Map 2), there is little 
travel by the majority of the residents outside the immediate areca. 


Within social rehations gossip plays an important role. Without 


Wumerous social organizations the lives of the people become the 


focal point of community interest. Drinking and violence are 


dominant features of the society and law from the outside is 
Minimal, Tha population is composed uf nearly 100% white end 
Protestant: Rodiavon is quite important to the people and it 

1s rare that one can enter a home without finding severel pictures 


Of the Christ and the Virgin. Relision functions as one of the 


few S0clal centers for the people. 


Deer Lodge, Morgan County, Tennessec 

eee Seen enetenbees cashew icometememapuapeities pestrekmestag moron ae ae acne mie eae ade aateacm meme 
iv 7 

Deer Lodge is the western most of the conmunittes we are 


Considering, It is in the mid-western portion of Morgan County. 


The county rest on the Cumberland Plateau, and, therefore, has 


Some flat land for cultivation. Within the county both coal 


Mining and farming coexist. However, the s011 is not well 


Suited to general farming. 
Deer Lodge residents are involved in farming, mining, and 
Small industry (i.e. paper mills). In Morgan County in 1960 
61.12 of the population:.brought’ in an annual income of less than 
$3000, while only 1.6% of the population received greater thah 
10000 per year (Table 5). -Of these 1.6 % none were resicents of 


Derr Lodge, 


VANDERSILT MEDICAL CENTER LiBRapY 
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The conmunity, itself, has two grocery Stores, a post office, 
a Fas atdcien, en outhouse store, and e public elenentary school. 
In 1960 expenditures for each pupil in Morgan County was 
$358 per year, while the thedian eupenditure in the state was 
2377 a yeer(Table 13). Like the other communities being 
fxanined, over 90% of the population of Deer Lodge is white. 

within the community there is a strong political sense and 
Soclel stratification, which often presents itself as a power 
Strugsle between different fuctions of the cormunity, The 
PYoblens that this situation Gave us, when attempting applied 
Chenpe was paranovunt and will be a RAGE concern of tris paper 


later, 


Bricrville, Anéerson County, Lennessee 

By fur the most sophisticated conmuntity (in terms of frequent 
interaction with larger economic centers) we are dealing with 
18 Briceville. This community 1s located in the norhteastern. 
Part of the county, equidisten\ from Knoxville and Oek Ridge 
(around 40-59 miles). Some of the workers commute fo a nearer 
city, Lake City, ten miles avey, which lies on the magor route 
between Knoxville and points north and which has several small 
industries as passible employers, 

Economically, Briceville and the area to north and westare 
in « period of decline. In 1958 Anderson County was bhe largest 
Coal producing county.in-the state (Taodle 7). Briceville had 
&reater than ten (10) operating coal mines, aiichin. Teac per 
Cent eof the povulution, Ac present there ls only one (i) mine 
Operating in the immediate area, To the north one finds abandoned 


Mines und “ghost” minér’s homes, Drinking is Widespread and 
Eunplay is not infrequent (during a two week stay there were 
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' $ 
two incidents with which I was directly involved). Statistics for 


the county are not easily app}ied to the Briceville area, because 
Oak Ridge, a large economic center, lies within the boundaries 
Of the county. | 

Anderson County was Seteplienes on Hovember 6, 1801. The land 
area is approximately 216,320 acres. The county seat is at 
Clinton about twenty five miles from Briceville. The main crops 
of the county are corn, wheat, oats, hay, end potatocs. 

Roads and travel from Briceville tovLeke City ere casily 
Paseable, However, the New River Road, which leads in the 
°pposite direction is vitually nontreversable. The people, 
¥ho live in bhis area, wore those, who we dealt with the most, 
For these people travel to Lake City was infrequent, 

One of Anderson County's Three hospitals is located in Lake 
City, However, services tb the sricevilile community are tucstions tic. 
Cases of insensitive treatment of wounds acquired while the 
Patient was intoxicated have been reported and the refusal to 
Serve medicare and medicaid patients (quite a¥d number in thés 
“rea) is not infrequent. There, now, exists a mobile home in 
Briceville, which serves as a clinic. However, its efficiency 
in meeting the Taaawace and long term problems of the arca 


is questionable and will be considered later. 
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APPENDIX 


Table 1 ~ Distributton of .Family Incomes in U.S., Tennessce, 
and. Eastern Tennessee 


eTenn. Fam, 





Fan. 


5. 





Families ZE. Tenn. 





SU. 





Income Cateszxories 


Less $1000 5.6 14.8 tone 
7.6 





Greater $10,000 15.1 2.7 


Table 2 ~. Income Distribution in U.Ser Tennessee, end Phree 
Appelachizun Counties 


Income-Catezorics U.S. Tenn. Camptell Claiborne Hencock 
Less {1000 5.6) 2, Cmm 21st, 92827 a7 37.0 
%$1000-1999 74 13.2 19.9 25.8 29.3 

Median + U.3.-355,660; Tennessec- 339493 Csnipbell-32572; 


Claiborne-31865; Hancock-jilli2 


(Tables 1 and 21 Measurements of Foverty In Bast Tennescce, 
Brown, Louie A.» The Institute of 2. rgional Studies 
East Tennessee State University, Jonnson City, 
Tennessee, April, 1965 - fissures revvoscent dite 
from 1960) 


Table 3 ~- Unemployment in U.S., Tennessce, and Five East Tennessee 


Counties 
Area % Unemployed Area p~ Unemployed 
U.S8. 7 5.0 _ Claiborne 4.9 
Campbell i 10.6 Hancock 2.8 
Tennessee 5.2 Anderson 5.7 


| Morgan 9.8 
Table  . Number of Weeks Worked By People Who worted at All 
Weeks Worked ¥Y.S. Tenn. E. Tenn. Campbell Claiborne Hancock 
50 - 52 6gp2ctes Wiel 96n)  Gbn7) re) okey 
less than 40 21.2 32.2 34.2 43,3 Le 35.4 


(Tables 4 and3: \bid land 2) 
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Table 5 - addendum to Table 2 
County(1960) %@ less than 33000 @ areater than 310000 
Anderson aS (Oo 15.8 
Morgan 61.1 1.6 


(Report the Heslth Advisory Board to the Appalachian 
Regional Commaissian, March, 1966) 


Table 6 -yAgriculture (1964) 


Caterory Tenn. U.S, Anderson Hancock Claiborne Camptell Mor: 
Number of farms 760 Hh SANS! 2,404 800 559 


% Land in Farms 28.6 7h Wy 57.5 18.8 20.1 


Level of Livinf 
Indexes for Farm 


Operators 
1959 72 166 75 39 Ah 59 59 
1964 92 122 99 57 83 79 91 


( Tennessee Statistical Abstract, Currence, Mary 
Geo Cd. 1969) 


Table 7 - Coal Production (1958) 

Anderson ~ 1,302,000 tons greatest amount in any one 
(2nd most) county ~ 1,385,000 tons 

Campbell - 806,000 tons | 
(3rd ) 

Morgan - 692,000 tons 
(4th) 

Claiborne 280,000 tons 


(7th) 


(The Southern Appalachian Region, Rord, Thomas, R.,ed., 
University ot Kentucky Press, Lexington, 1962) 





Table 8 ~ Public Assistance (1960) 


Number of Cases Per 1000 Population 





Averasc Montnl 
U.S. - 20 Campbell - 44 
Tenn. ~ 25 Claiborne ~ 49 
E. Tenn. - 26 Hancock ~ 49 


(ibid, Tables 1,2,3,and 4) 


Table 9 ~ Housing (1962) 
Category U.S. Tenn. E. Tenn. Campbell Clriborne Hancock 


% Unsound 
Housing Units 26 42.8 53.5 69.0 74.3 89.1 


% Overcrovided 
Housing Units 11.5 16.2 17.5 24.8 ene 23.9 


(ibid, Table 8) 


Table 10 ~ Population 





CYounty 1950 1960 1966 
Anderson 59407 60032 61929 
Campbell 34369 27936 28026 
Claiborne 24788 19067 18763 
Hancock : 9116 ESM | 7435 
Morgan 15727 14304 14141 


(ibid, Table 6) 


Table 11 - components of Population Change 
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220-65 County Total Natural Increase Net Misretion 
Anderson 3204 5091 ~1867 
Campbell 648 1770 -1222 
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County Total Natural. Increase Net Migration 
LY Get ecwren SL re g 0 EE TD ILS © NS POLED s onditsheaiteemnttanennttedeninahitediendmmmerien scm aseemenexennaad 


Cluiborne 163 1197 ~1034 
Hancock ~59 379 ~438 
Morgrn 198 — 893 -695 
250-60 rnicecon 625 


Campbell - 6433 
Claiborne ~-5721 
Hancock ~1359 
Horgan ~ 1423 
(ibid, Table 10) 


Table 12 ~ Abe Distribution 


Anderson 725 3301 83°45 
Campbe11 2876 OPe1602 4: 2666 
Claiborne 1956 1271 2022 
Hancock 769 466 849 
Morgan 1380 887 | 1699 


(ibid, Table 11) 


Table 13 - Education (1960) 


Category U.S. E. Tenn. Tenn. Campbell Claiborne Hancock 
B Persons w/ no , 

Schooling Jes laersn ts 2.5 44 3.97 4.95 
W/ 1-4 yrs, Pol S552 BROMeE 2007 Zena 255 
Median school yrs, , ; 

Completed 10.6 8.8 8.8 7-7 7.0 7-2 
Expenditurds : 

Per Student 
1966-67 | $377 372 327 289 


Anderson - $333 
Morgan ~ ip 359 


——_ : | Va os | 
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Table 14 ~ Health FPacitlitics und Personnel (1965) 


County Number Hospitals Number Beds Number of Fhycicians 


Anderson 3 20 Oe = Ue 
Campbell 3 124 15 
Claiborne 1 Ny 7 | 
Hancock 1 16 1 
Morgan > o : 2 
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I. Student Health Colition:  Uepbem Project 
Introduction | 

Three years ego, concerned with tne t.cdical care 
delivery problem in the Acpbalachien area of Tennessec, 
8everal medical students eprlied for grants to pursue new 
nethods of heelth eere for tne resion., At the outset the 
main concern CRea ag students Was Foouned On wedisal cere. 
However, in a snort time hee aed that attempts to 
effect nedical care delivery *to the amereile of East Tennessee 
Must te wultifaceted. Tne result wes an increasing, muiti- 
Gisciplingtry °rnxenization solidified by the purpose of not 
Only improving the petnolozical condition of the areas in- 
VOlvec, tut, siding in the provision of a solid community 
bese from which there would exist an increased capacity to 
deal with sociological and political problexs which are 
also involved in the total picture of health. 

The Student Zeeltn Coelition (SHC) consists of 
Students from the undergracuate, eraduate, medical, law, 
end nursing schools of various universities, Vanderbilt 
University is the sponsoring agency which is used to legal- 
ize &rants, but its role has not always been one of support 
(this will be discussed later in University-SEC relationship 
S¢ction). The workers for the SHC come from Tennessee, New 


York, California, Oklahoma, Georgia and various other states 


With the predominate number from Tennessee, 
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In considering tne prrouLemotaht cuubie Gute ec = 
a 


mentary discription can be borrowed from the Hconomic Cycle 


Of Disease susivarted ny the Pan American Eealth Or-anization 
(see digzran beloii). 


Economic Cycle of Disease 
Fan 4rerican Health Cc- 


&anization) 
~ Low puciuction «.. 
‘if ms) ? Fm We ; 2 
Nore Disease aD 
e ~ 
Me , ‘ere Subsistence Incc..c: 
/ ! 
; Liwitea investinent 
” in Freventive iiecicine 
4 enc Fubdlic Health 
f . 
Low Ru:nan | 
bnier zy 
i 
| ~beficient Nutrition 
\ ~):easxer Education 
. | | (-Inedequete housins 
/ 
aS ‘ 
mare 


From this outline several inferences can be made, which 
avree with the understanding that the SHC has of the areas 
in which they deal. conomic situations heve a direct re- 
lationship to the medical services provided. HYowever, as 
the points, concerning nutrition, naientione econony, and 
housing mentioned are causal in the disease formuley, there 


&re other systems which are not mentioned in the diaewran. 


\s2 


Sne ls ecological factors and the second is @ political 
System analysis. 
Divir forse. 
nheelth vonoile Unit 

Tne Mobile Unit (NU) is made uv of a medical tean 
Of nurses, medical students, healtn ccucators, technicians, 
and doctors, whicn travel to the locations and set up for 
Mschicaleocnacniin, Gnere ane Croc Tenncesne Valley autnoni 2: 
Vans which neve been uscd ir connection With the Mobile Unit. 
TWAD FeV fenrarm eines AWS TAY lye GUA Free CIv ie ralirey ei tu rerylopare 
the “Health Fair" opens aud are sct up. on the Guys wher 
the fair is oven the people arrive ond the services provids 


a 7 . AA leo) f= s-y tet 2 ge dene 4- 4 ws 9,8 igu ae ree) 
are ar foltcrucs ae ay UST 1} r) Stine foarte sly 8: Ted fe ae r betes {7 Cae: yo awe z 


eee ee 





end weight, olood pressure, urinalysis, Siua-7?, 12, end 

VDAL (Blood analysis), cheese nerey, eloetrocaraiocrss, Naz 
Sical exanination, and imnunizaticns. wosen-tha sere serviccs 
Qre provided for the woren with the ediuition of a pelvic exniii- 
nation and pap snear. Cnildren-For cnildren no blocd pressure, 
Chest x-ray, 6r EKS is taken unless physical exeuination cells 
for it and the blood analysis is limited to Pptyv':; or iron 
content analysis, wnless need is established.. Health educe- 
tion at the health fairs is pretty much limited to movies 

for the children concerning certain items of hyzlene cand 

films on treast exariinatisns wiieh worien aay condvet san treir 


Own for the early detection of cernecr or no@ular ceeurcuesc. 
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Also, toothbrushes were given to the children and demonstrations 
On how to use them were a part of the health educators' functions. 
The health fair was set up in Schools in the various areas 
mentioned with the vans adjacent to the buildings. Lab analysis 
was sent away except for blood slide analysis, which was conducted 
in Special cases by a trained technician, and the children's PCV's, 


Which were read immediatly by the Pediatric blood technicians. 


Community Workers 


The second division of workers were the community 
workers. They consisted of both nurses and community or- 
Sanizers. These members of the SHC remained in one of the 
areas mentioned in Part I aiding the organization of the 
local health council of consumers in their specific area, 
helping prepare for the arrival of the mobile unit and the 
Conduction of the Health fair in their area, providing 
transportation and a communication network between the 
People in the area and the mobile unit physicians in case 
Of an emergency, and surveying the special needs of their 
Particular community. The nurses and organizers aided in 
the follow-up work after the departure of the Health Fair 
in attempting to find monies for special patients who needed 
Special medical attention and provide transportation for 


People who needed to go to medical facilities outside the 
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area. 


Special Projects 

The third division of the SHC consists of those 
people who are working on special projects in health related 
fields. As was stated, there is a responsibility of the 
community workers to perceive what the peculiar problems 
are in a specific area. The importance of good communications 
with the people of the area cannot be understated in this 
situation, for the theory is that the SHC activities are 
temporary and only facilitating in nature. 

Once the specific problems are expressed, students 
pursue research or consulting programs to deal with them. 
This year there were four such projects: law, nutrition, 
tax allocations, and housing. Housing and tax allocation 
Studies were made and the results have been used since the 
Summer ended. The law and nutrition work were integrated 
into the Health Fair and community work aspects of the 
SHC with cases being taken by law students in the area of 
Social security, black lung benefits, and medicare-medicade 
payments. 

The special projects serve as an integrating force 
in the SHC program. Community entrance (which will be 
discussed in full below) is based on the "untouchableness" 
of medicine. However, as noted above, medical aspects of 


health are only a few parts of total health picture. Thus, 
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@ 

there rust be en oettennmt to Ceal with these croble:izs. The 
Health Councils are groups of community members, who meet 
regularly and na&e plans and review their health needs. 
This group is one sounding boerd to wnich the "special 
project" personnal are extremely sensitive in choosing 
their projects. thasee councils serve, also an orzseni- 
Zational function, wnich ere not cxtremely numerous in 
this part of sociaty. 
II, Pbrablems | 
entrance 

Mntranrce into a cozmunity 16 on2 of tne most ine 
vortant initial efforts wedge in terms of wnether or not 
the group is going to be acceptec and function with the 
indizginous provle a@s an ¢«ffective facilitating boty. Nuch 

| SHC peethers and- Community, manibers 
of the comaunication takes place between4durings the winter 
months, With resard to the SHC there are two main bodies 
Of people with whom conmunication Ls a necessity; the 
members of the local Eeelth Councils, where we are goins, 
and Fublic Heelth, other county officials, and doctors in 
the surrounding areas, when there are any. 

Our approach has differed from many other people's 
in that there is a somewnat cool relationship between the 
SHC and verious county governnents. This situation has 
come about on account of several reasons. First, in res- 


: 


Ponse to the environment of health care delivery pointed 
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out by Goolsby (196%) , there still exists most of the prob- 
lems in relationship witn the county governnents. Tacre 
has been little or no attempt by these governments in tne 
areas WileeRS wc work to (1) isx:zolve izore public partilolpa- 
tion in health department programs (2) allocate the nec- 
essary funds for health or (3) to revitelize the existing 
Sounty Zoords cf Hanlth,. therefore, our point or envr: w.ce¢ 
4s not the seemingly key figures in the county, but the 


consumer-based crouns in the sp. SUC Gsm tle Ve 


i) 


Giffer, again, from Cumming end Cunming's work (Feulsl355), 
+ ; 
tho cainec entrence by workings with such key Ticares 
The results of this approach have becn disasterous 
and successful in @ifferent ereas, First, at Doaerloc us 


-* 


cr) COnMUIIA CCK Omer Se el ir ebro he SVG wat Ur nas ¢ 
economically deprived in tne erca with the ropes of Ole 
Scnizine and aidins them to control the Health Council anc, 
“sere@n,., the nealth care in the area, With the backing of 
“21s core of people these workers set out to do sone ground 
work on investigeting a developuent plan in tne waking for 
“44 county. Unfortunately, at this time one of the nembers 
“f the Health Council was alienated from the group and her 
‘“yulties were reversed, The county seat soon understood 
“Z0 york beings done and 9 cenpaign of distrust was mounted 
"“ainst the community workers. The result was that at the 


Cor ys, . - 
-*40C1l election the neetins was stucked with County seat 
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"friends" and the people with whom the SHC community workers 
were allied were voted out. 

In White Oak the situation was different in several 
ways. The community workers did not become so involved 
with. personalities that they put themselves in a vulnerable 
position in the community's own political disputes. Also, 
those workers didn't themselves become involved in any type 
of overt investigative groundworks, although they participated 
in such work in a consultatory way with the people working 
On special projects. Their effectiveness did not, 
then, depend on the power structure within the community. 
Their system was to work with those people designated by 
the community to head the health council. Their influence 
was subtle and therefore not obviously polar. 

The ideology behind both of these approaches were 
Similar--the most important factor was to remain respon- 
Sive to the community. However, the Deerlodge case exem- 
plifies miscalculation in understanding the social structure 
and its functions, without communicating with all 
factions of the community it becomes difficult to act in 
the most productive way and, as in this case, the resulting 
action might be detrimental to the long term operational 
basis. The community workers were successfully ostracized 
to the point that they were relatively inoperative in Deer- 


lodge as anything other than communication personnel between 
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the Srid and tue comunity. 

These examples deal with tne local structure, but 
there reneins She SHC reletionrshi;:, as a whole, to tne 
county-wide community. After surveying the services and 
action of the Public Health and county governments it could 
be understocd that the SHC would find some cpposition frou 
these groups. There existea three Ways to Ceal wlth these 
Pcople, First, Lid service could be paid to thei witn no 
cooperative work really taking place, Second, they could 
belagnoredocenaluteiy exces wien 10 wes Lcepeliz is 
Third, there could ve an attempt to form an Alilustance wita 
then and work cooveratively. 

The trird possibility wes out of the question. 

On the whole these ere tne ptople in pewer wno benefit 
from tne status quo end, if nothing else, the ovgectives 
Of ‘the SHC are to eliminate the status quo, also, the one 
attempt to improve the bureaucratic structure in these 
&areas was the development of Developnent Districts. How- 
ever, as local representatives to these district boards, 
the same power structure heads (county judge, superinten- 
dent of schools, etc) were chosen. Positive outlook on this 
Program had to be minimal (sec Kimball; Fraul:1955). The 
first possibility was not chosen on ths grounds that the 
asents of the status quo were those county officials and 


institutions, This choice was unfortunate in that, azain, 


1&9 


the entire relationship between the political system and 
the communities was not considered fully. Polarization 
was the result and ait the present time there is some ques- 
tion whether this polarization will result in great diffi- 
culties in clearing the grants through the county structures. 
Personnel 

As has been cited, the SHC is comprised mostly of 
Students and ones who are not indigenous to the particular 
areas. There are problems which are encountered specifically 
aS a result of this fact. The SHC is not a permanant organ- 
ization and is philosophically directed to temporary 
developments which will aid the individual communities to 
become autonomous health care units, which deal with their 
particular problems internally. This idea has been acted 
upon only slightly in the area of personnel. At Health 
Fairs community personel were instructed in certain skills; 
but not intensively. In other programs this procedure has 
been of primary importance. 

In Iran U.S. Operations Mission placed emphasis 
On establishing health centers in the Ostans, which also 
function as training centers for subprofessional personnel. 
In Ethiopia (eee WHO Bulletin) there exists local condi- 
tion studies and intensified training of local persons for 
these subprofessional jobs. Also, in China Dr. Grant (see 


Seipp) placed emphasis on the fact that the number of persons 
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chet one Hoek ok Soren ue UC olevme iC Mee Ge move one sUSe 
of non medical personnel for statistical, first aid, and 
Vaccination work, There tne training centers are, again, 
pointed in a provincial Amoco where tne indigenous per- 
Sonnel, ncousin: stronz feelings about the type of care they 
céceive, are trairced to vorls in cvheir nomerarces. nm rese- 
ponse to this concern there is in plannin; an active trein- 
ing provracn arenes of local persoris for certain duties 
in the Health Fair pro sre and in the clinics durin. follow- 


up and cay to c..y y~rocelir:s. 


a 
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Tne prodlens, “nich cxist for this proeresi, are 
Numerepus. First, the sponsoring ozent, i.e. the Univer- 
Sity, contains mcenoers who are very conservetive about the 
use of non wrofessionals in eny work done witn relationship 
to medical care. Secondly, the ability of the SHC to act 
aS ‘the training center azents is difficult. liost of the 
SHC personnel are enployed only in the summer months and 
the eran tieen een of tneir work on a lonw term basis is 
Seriously impeded. uch of the work 1s a type that needs 
to continue throughout the year. This fact is another 
Yeason for looking to the training of indigenous persons 
&3 a primary objective of the SHC. 

The idea of transferring responsibilty to local per- 
Sons does not end witn tne use of pare:édical personel. 


. 


Agein, the objective is to form various integrative and 
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Cholovical (se. Postersi509). mxewmples of these barricye 
ere present in the Appalacwian setvtine., Yowever, trxrec sotivir 
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Nave sll Helped jn the sstesd 1G Health Coglition’s sort SUuC= 
cessful ventures in chenxs. 

Hey LD Rebels pare -ofect (ere hy).sh woe rad CLEMO CremiOa I Yite tt 
land in eastern Tennessec, the information wes turnca cover 
to an intercounty oryenizetion consistias of several poole 
fron the various areas whess tne aceltn Fairy travelled, who 
indicated concern with sucn a problem. The reletionship 
enjoyed true "“egonsultation ond planning with the people 
‘hose lives are to be affccttéda", which Foster confesses 
"often exists less in fact than in theory" (Foster:1969; 
P.118). The SHC personel acted only es consultents and 
Provided sarvices thet were not evalleble to the coomuniticr 


(this service was Hwoetly investigation of tox altocaticzs 
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which required lots of from time and transportation-neither 
of which are characteristic of the area). After the specific 
work of investigation was accomplished, these SHC persons 
gave the information to the community group to use in filing 
Suits. The community group was in control and this event has 
led them to direct their attention to other community service 
projects. The problem, which is not overt here, is again the 
One concerning the training of local personel to handle all 
Such investigations internally. There is a plan now for such 


an addition to the program with regard to housing. 


The University and the SHC 
The relationhship between the University and the SHC 


has evolved through various stages Since the incipient 
period of the organization. There has always been at least 
One university official who has supported the SHC's different 
projects, but never has there been majority support from any 
Of that various undergraduate, nursing, medical, and law 
Schools. Overtly, there is concern by medical officials 
Over the use of nonprofessional personel that was alluded to 
above. This feeling is not unique to the SHC. In Wellin's 
article about Peru similar objections were voiced (see Paul, 
1955). Also, with reference again to Dr. Grant's work in 
China (Seipp: 1963), using the nonprofessional medical per- 


Sonel for statistical work first aid, and vaccinations, 
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One doctor could handle ten villeces frou a base hospital. 
INSU Cob Act (KobsleVersel rere wile Ge nan eRe pymMi@ wie ale teagys «years 
Munication probiei asseciatca witn the distance betwcen 
Vanderbilt end eastern Tennessee. Talis concern snovld not be 
Confused with compunicetions probvlins duc to regionsl1 and 
Class difference between the. SHC mexbers and the COMET Y 
Deople of the arses, The wroble, is ons tnicn stet:a fre: the 


role that Vanderoilt wishes. to play. Distance linits control 


but it is Questionable whietcneiw it rules out sunuport. 
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Tekst SMES! 
Sees the situaruation of control as a creat probles in the 
area Sha defines its ectivities as ones that will facilitate 
the arees to pdecorne conevnet eutenouous, The intrcduction 
Of & new "outsics control egent" ds less then favoraloe, 
However, to attempt to gain support fron an orzanization as 
targe and poverful as the university wnile curtailins its 
control s a sizeable task, University resources at present 
8re essential, Therefore, a policy of used and be used is 
adhered to, The universgity did not itself benefit fron the 
SHC in the bezinning and in response only played a minor 
Supportive role, The realization that such projects enhence 
the image of the university in many eyes has stimulated an 
Qltersd viewppint by the university. 

The SHC was designed largely by student nenbers end 
its continuance depends on -their participation. Therefore, 


then exist: a unique relationship tetween the SHC and the 
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university, waich is tomeuped ejlnost nowhere else in the student- 
University setting. Hecosznizins the positive reperevesions 
Gp the SHC urban and rurul projects, the university officials 
have becone willing to altar théir system in order to take 
advantace Of there positive points, evidenced by chance in 
medical end nursins senoli curriculun end the forsation of 
Vanderbilt's Cunmtir for Cou. wunity iic&ltn Services - an orzeni- 
Sation watehn will function as supportive to cther comnunity 
Oriented projiccts wnich aporoach the Variety of heater problens 
Teoh navicl ima Tieencn Cs cnn 
The Ussus itshan Vs Wovesersthen tne Gxesbie cited. Social 
Structure end, therefore, society itself is risia in its 
a@&siznment of roles, ie. hospitel nad medical scnools = 
P&tholops ical stucias,. Leyucn of conswiers are exe.ctly that, 
consumers, and do not nake the decisions concerning delivery. 
However, within the wedical system econontes functions directly. 
Therefore, 1f one can successfully nelp the econonic structure 
Within the medical system, he gains entrance into the taboo 
Systen of decision making associated with medical problens. 
Here is one entrance into the systen wneth the SHC has utilized 
for chanve. Also, the medical providers are constantly in 
need of public support, Recognition of this fact is aften hid- 
den by the seemingly dependent relationship between the person 


in need of health services end the provider, Education of this 


- 


fact becomes imperative in the attempt to enter the system 


of decision making with regard to health care delivery. 


Communication. 

Cormmirmicariten is often limited to linguistic trans- 
mission and interpretation without evaluating environmen- 
tal conditions which effect lingual interpretation. To 
a person in the middle class urban setting, for example, 
the information that someone is "Sick" in most contexts 
would be understood as the reporting a frequent happening 
within the population and would usually carry no social 
Overtones. However, in the rural class, which we are consider- 
ing, it is often the case that the male head of the family 
is reluctant to admit any illness, or go to an examination, 
for in his cultural setting this action would stimulate 
doubt in his peers and the rest of the community with regard 
to his ability to be provider and head of his family and with 
regard to his status position in the community as a whole. 
Therefore, we see communication, in language, is culturally 
defined and to provide the best setting for interaction both 
parties from two different cultural backgrounds must be educated 
to the language of the other. 

As with most people, when a person of the areas mentioned 
are taken to a "foriegn" setting their response is inhibited. 


the SHC, recognizing this problem, holds most discus- 
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to the. work dene by "outsiders", within 


. the locel health counsils. Here the profes- 


meee representatives, who have spent some time 
jiving with: the people {community workers), 
questions and discuss eee fopetewWSvOlnyy rani putel yl 
aaa ey nis contemporaries Cor uO meidany eee 
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-jonal level as cunicch. nt, are aa 


-dical myStique whhth travels with the. 
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-.. people of the arca (The problem might: be 
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They are mede eware of the huunness of 
- familiar with his "culture" with 


ve better able to -deal, 


** not Limited to lir 


“inv, Setting 1s often due to the ability 
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rae 4enize.culural languase and its sisni- 
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“¢ “oclal systens(ile the positicn of 
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Women, cnildren, and dthex status positions), end various 
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lack of uncerstandins. Throushout such vrojects importance 
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Cen nov be ovirstrenccd with resend co utinocentris::. The 
ability of any rush imnoveties srocren to work in a foreien 
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Standing the culture witnin wnheln they are workine and apply- 
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Abraham Jacobi Award Adress 
Community Medicine Programs-1971, Vanderbilt Studentsa in 
Applachia 


For the privilege of being here today and participating in 
the activities of this occasion, please accept my sincere appreci- 
ation. For me it is an additional pleasure and source of pride to 
realize that this lecture is given under the auspices of the 
American Medical Association and to honor again the great pioneer 
Pediatrician, Abraham Jacobi. In his way and in his time, he was 
@ revolutionary who left his native country and was briefly in 
jail for his political and social philosophy. If he were alive, 
IT am sure that he would look with interest and perhaps favor on 
some of the things happening today, particularly those initiated 
and planned by students. This is particularly true for those 
student. accomplishments which leave marks and initiate changes 
on institutions, their fachlty, and their curricula. Many such 
changes are happening currently in medical schools all over the 
country. We cannot help but relate these to what President Nixon 
has recently asked for-a new American revolution, a peaceful one, 
but hopefully one among others which can be designed to contribute 
something to the solution of what has adequately been described 
Clsewhere as a need for solving the deficiencies in our health 
care delivery system. As represented by that system, most thinking 
Physicians realize that the patient is truly sick. My generation 
has not been able to solve the diagnostic and therapeutic problems 
of an ailing sustem. Perhaps, then, this lecture honoring a pio- 
neer medical revolutionary is the place to describe an experience 
initiated and planned by students which has already, after two 
years, left its mark at Vanderbilt. It has established guidelin<¢:: 
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wanted to make a fast buck. Pretty soon someone else owed all 
the productive land. An additional reason was one of mechanization. 
The fertile midwersten farms became very productive, but how do 
you run a combine on a 30° slope in Appalachia, and how, when you 
are trained toe mine coal by hand, can you compete with conbines 
and the mammoth earth movers of today? So jobs disappeared. The 
tragedy is exemplified by the strip minew with their devastation 
and pollution of what were once beautiful trout streams. All this 
adds up to the final resulting tragedy--that of the migration of 
the young people to the cities, leaving the group of rugged indi- 
Viduals who would rather be poor yet free than be "pushed around” 
by welfare workers in an urban ghetto. It has left behind one of 
the more economically and medically, challenging population prob- 
lems in our coutry today. It is because of this problem that I 
Wish to describe a Vanderbilt student experience in the summer 


of 1969 and 1970. 


Background of the Project 
In October 1968, the Josiah Macy Foundation sponsored a student 
conference in New York attended by representatives from 15 medical 
8chools in the United States. The purpose was to discuss methods 
whereby the medical students themselves could contribute helpfully 
toward solving problems related to poor delivery of medical and 
health care, During this conference the Macy Foundation offered 
to consider the financing of projects which the conference parti- 
Clpants might submit. The student representatives from Vanderbilt 
headed by William Dow suggested a joint Vanderbilt-Meharry rural 
Summer project designed to familiarize the student with the 
medical problems of the rural area of the midsouth and to facili- 
tate the planning for future student efforts. The group was named 
the Student Health Coalition and obtained a Macy grant of $9,600, 
- phat 


We were dealing at this early time, it must be understood, with 
first year medical students and two volunteer postgraduate nurses. 
Physical diagnosis would have to be taught in order to do the 
anticipated job. A training period was designed for nurses and 
first year medical students to do physical examinations, routine 
laboratory studies in the areas of hemotology and parasitology, 
and sickle cell scnmeening. All participated together in what 
might be called a orash training period. 

Inlate July the group moved on to Clairfield, Tennessee, at 
the invitation of the local citizens group to assist in what has 
become known as a “Health Fair.” This is in the middle of what 
has also become know in governmentese as “Model Valley.” 

The final weeks of the first summer were spent in and around 
Jellico, Tenn. During this period the group returned to white 
Oak, Tenn, where a Health Council of local citizens had been 
formed. An invitation from the Council supported the students in 
putting on the Health Fair in the White Oak School. This was the 
Group's first attempt at a Health Fair of their owm; in the course 
of it a great deal was learned about logistics and the need for 
community involvedent and follow-up. The group became acutely 
aware of the Model Valley area, an area which encompasses the 
Clearfork Valley and takes in several counties in Tennessee and 
€0es over the border into Kentucky. They also became quite aware 
of the efforts ef the residents of the valley to organize then- 
selves. Two community groups, one in Frakes, Ky. and another in 
Clairfiels, Tenn., had already built and were running medical 
Clinics staffed by a nurse and visited weekly by a physician. 

The students recognized that a community-organized, community- 


run clinic, staffed by specially trained nurses and visited 


aye 


weekly by a physician, represented a possible solution to many 
of the rural health problems the group had encountered. The stu- 
dents perceived that the dominant role of the physician in admin- 
istrative matters and on county boards of health should be replaced 
by those citizens who encouraged changes necessary to provide more 
adequate and effective public health service. The role of the 
consumers who know the community’s medical problems first hand 
began to come into foous. The students also perceived that parti- 
cularly among indigent groups (urban and rural), there was remar-~ 
Kable insight into problems usually thought to be in the domain 
of our profession. Consequently, it was decided to accept only 
those invitations from community groups whose health councils 
were adequately represented by the people themselves. This need 
calls for planning for the future. Citizens have a new voice and 
it is loud and clear. History is cluttered with institutions which 
did not hear the voice; or, if heard, it was not understood and 
failed to evoke response to the need of that time in history. 
Therefore, the Student Health Coalition included in its planning 
for the following summer such ingredients as community organiza- 
tion, adequate follow-up, and training of nurses in physical 
diagnosis and treatment of common disease. The plan was to pro- 
Vide primary medical oare, the prototype of the nurse practitioner, 
at least insofar as a positive health approach was concerned. It 
was felt that if community action should take place, the students 
and faculty having been sensitized to a number of health care 
and community problems could now be leaders in proposing actual 
changes in the methods of producing health manpower, not only 
locally but at the home base at Vanderbilt. The summer was success- 
ful both as a supervised learning experience and as a pattern 


to be followed, 


In planning for still another summer, 1970, James Craig, MD, 
Medical Director of the Tennessee Valley Authority (TVA), was 
@pproached. He was able to provide a multiphase screening mobile 
unit and a second wit with physical examination and minor treat~ 
ment facilities. With the assurance of these facilities and the 
Pledge of cooperation from the state Health Department, students 
proceeded to write grant proposals for the 1970 project. 

Initial contacts were made with communities either through 
eXisting Health Councils, as in Clairfield and White Oak; with 
the Office of Economic Opportunity, as in Murfreesboro and Smith- 
Villes; or through the Parent-Teachers Association, as in Haber- 
Sham and Briceville., In a preliminary planning session with each 
agency it was explained that the week-long Health Fair could come 
at their invitation. Student follow-up workers would be promised. 
The idea of the community sponsorship and responsibility was 
explained in great length. The health fairs were to be theirs, 
not Vanderbilt’s or that of its students. 

As these plans and arrangements became more definite, physicians 
in the local areas were individually approached through the county 
or state medical association in order to explain. what the program 
involved, The students asked for suggestions, requested their 
Sssistance, and informed the physioian and oomponent medica: soc- 
lety that a copy of the reoord on any of their patients seen would 
be sent promptly to them for follow-up. 

The recruitment of students for the summer project did not 
follow @ specific outline. Needed were highly motivated, self- 
reliant, sensitive, and politically oriented students who could 
be placed in a basically unknown community, at least to then, 
and accomplish the task of helping with the planning and prepar- 


ation for the Health Pair and follow-up. The political awareness 
and sensitivity was extremely important in the case of the follow- 
up personnel who would reside in the community for the entire 
summer. These were the community organizers. Because many under- 
Sraduates and nurses were enthusiastic about participating, an 
element of selectivity could be entertained. Besides the principal 
investigator (A.C.) and a volunteer, a chief resident in Pediatrics 
at Vanderbilt, Joe Moss, MD, was hired by the students, not the 
faculty (an important difference). He had a legal license to prac- 
tice medicine and was to be with the mobile unit full-time as it 
moved from community to community wiht the Health Fair. 

Parallel to these activities of the Student Health Coalition 
was the development of an urban project to be based in Nashville 
and working primarily with welfare applicants and foster home 
children, The unique aspect of this proposed program was the 
bringing together of medical students from both Meharry and 
Vanderbilt to tackle common problems in North Nashville. It was 
truly a Meharry-Vanderbilt coalition. This student planned prog- 
ram also was instrumental in obtaining grant requests in 1970 
from the following sources: Josiah Macy Foundatdon, $9,600; the 
Field Foundation, $15,000; the New World Foundation, $15,000; 
Appalachian Regional Commission, $32,600; Regional Medical Program, 
$10,000; Vanderbilt Medical School, $1,800; and the TVA, $5,000. 
In addition, the use of the multiphase soreening equipment with 
staff personnel probably increased the TVA expenditure to well 
Over $20,000. Besides the public acknowledgement now of the sub- 
Stantial summer foundation support of the student effort, there 
is another message here which is easily heard by grantsmen and 


deans, 


In addition to the invaluable ,, highly trained TVA technioians 
who aided the workings of the multiphase screening unit, 11 med- 
ical students (several from schools other than Vanderbilt), 12 
nurses and 24 paramedical personnel planned and actually operated 
the mobile unit etructure during the summer. 

Beginning February 15, 1970, as series of supervised sessions 
were held with nurses and first-year medical students to teach 
history taking and physical dtagnosis. This consisted of three 
hours a week at night, because, of course, all of these students 
both medical and nursing were in school during the daytime. 

In June 1970, in two orientation periods, one for the urban and 
one for the rural, a series of day-long sessions were held. These 
were designed to acquaint the students with the problems of both 
the urban ghetto and the medical and political problems or rural 
America, During and following the orientation, a number of some- 
what idealistic goals were established by the students themselves; 

Working with the local health group and in conjunction with 

follow-up workers to provide a week-long health operation 

involving the following: 

physical screening of all persons (laboratory and physical 

diagnosis); health educational measures (informational films, 

etc.); preventive measures, eg. topical flouride application 
and immunization; mental development screening (in certain 
areas); arts and orafts emphasizing child involvement with 
expression of creativity in conjunction with follow-up workers, 
trying to procure additional evaluation and treatment for those 

So needing through lasal doctors and existing prograns. 


Listening to thoughts of local people to determine their prior- 
ities and assist them where possible in working toward solutions. 


Involving local persons in the health operation in an effort 
to stimulate interest(especially among the young) and possibly 
to influence vocational choice. 


By working and living with these people, learning from them 
some aspects of life unteachable in conventional educational 
manners, 


Broadening our horizons as to the ourrent complexities, prob- 
lems, and failures involved in the distribution and delivery 
Of health care, 


Leaving with each local group knowledge and evaluation of 

nurse-run Glinios or other facilities and approaches to medi- 

cal problems which have been developed in communities similar 
to their own. 

The mobile medical unit travelled to eight differenct communities. 
Six of these were in the mountains of east Tennessee and provided 
Health Fairs in each community running Monday through Saturday. 
Hours varied in each community. Seldom did the group finish work 
before 7 PM and occasionally patients remained to be seen as late 
as midnight, having waited all day and half the night for what 
in many cases turned out to be the first physical examination 
they had. ever had in their life. Brief evening meetings were 
held often to evaluate functioning of the team during the day. 

An exceptionally appealing part of the project was the number 
of volunteers used in the health fairs. These volunteers came 
from community groups. They were high school students and inter- 
ested community workers. These volunteers from the community 
were recruited in advance by student community workers who were 
designated to reside in that location to conduct the follow-up 
work. Efforts were made to allow the mobile unit personnel to 
live with community families during the Health Pair. These 
Volunteers also performed additional functions of preparing for 
the Health Fair, registering the people, taking histories, 
measuring height and weight, administering vision tests, performi:.,) 
dip stick urinalysis, and serving as messengers and guides 
during the Health Pair. Training of the volunteers was admin- 
istered by the mobile health unit teams on the afternoon prior 
to the Health Fair, at which time there was usually a community 
meeting for all who wanted to participate. The Health Fair 
Senerated a great deal of community excitement and interest and 


more so when it was discovered that the grassroots organization 


of local citizens sponsored the Health Pair. Church groups 


Planned and furnished two substantial meals for all. 

Supervision was furnished by local physicians and by medical 
professors from Vanderpilt University whose Anterest and assis- 
tance had been solicited before the project started. The doctors 
were on hand during the week as supervisors and consultants. 

During the eight weeks in which the health fairs were given 
6,028 people were examined, Approximately one half were children. 

In addition,to the medical examihations, under the auspices 
of David Wilson, PhD, Professor of Chemistry, there was an exan- 
ination of the water in the wells of the area. This was particu- 
larly revealing. During the period of work by the Mobile Unit and 
the health fairs, over 100 samples of drinking water were taken 
from wells, springs, and branch supplies in the area. Coliform 
bacteria counts were taken on samples and it was found that the 
quality of the water in the area was generally bad. These water 
supplies constituted a serious hazard to the health of many people 
living in the valley. Degrees of fecal pollution demonstrated 
to be present were more than adequate to account for the high 
prevalence of infectious hepatitis and other water borne disease. 
It was estimated that roughly half the source of the drinking 
Water in use in this area was polluted with human and animal 
feces. In six towns in the area, a tosal of 27 driniing water 
Sources, were acceptable, 14 questionable, and 55 heavily polluted. 
All of these findings were reported to the responsible Public 
Health authorities who are currently in the process of verifying 
the facts and looking into the solution of the problem. 

Law students attached to the coalition beoame involved in 
"Rights and Benefits” They had the opportunity to study welfare 
legislation, social security benefits, food stamp availability, 


vetran’s benefits, umemployment and workman's compensation, Med- 


icaid, blask lung isgislation, Medicafte, and the public health 
Btructuxve. After the summer experience they issued a handbook 
Cesoribing the rights and benefits available to the rural and 


urban citizen. 


2Valuation 

Tne whole summer was a unique experience in humanitarian effort, 
as well as of service to people. In general, it was conducted in 
an atmosphere of supervised learning. This brings me to a personal 
eValuation of the program. There are several areas of faculty 
criticism and vulnerability. One is the short training period. 
It was short by necessity because of the students presence in 
medical school; the training period had to be in the nature of 
® orash program. On the other hand, much has been learned by the 
faculty. If one keeps his eye on the training of students to 
deliver primary medical care, 1.¢., case finding such as history 
taking and a physical examination, and a positive health approach, 
Buch as skin tests and immunizations, the program was well within 
the scope of even baccalaureate students. It was an objective 
to plan the teaching program around the Job which needed to be 
done and in the setting in which the students found themselves. 
Whether or not one should limit such projects to individuals who 
have already had pathology and clinical laboratory medicine and 
physical diagnosis is a debatable point and one which deserves 
further thought. Certainly, many of the pathologic findings 
Would tax the medical sophistication of the university medical 
clinic to diagnose and treat such complicated disease. On the 
other hand, some knowledge of physical diagnosis makes pathology 
learning more meaningful. Where facilities for medical care are 


absent--ig a little vetter than none? Good question! 


PAGE MISSING 


VANDERBILT MEDICAL CENTER LIBRARY 


activity each week throughout the year--even at this present date-- 
using elective time to accomplish more complete follow-up. A 

check of the urban project reveals that favorable follow-up ac- 
tion was also uaually attained. 

From the standpoint of exposure of the students, a great deal 
Was learned by their use of the multiphase screening equipment, 
through which over 6,000 people were teated at a total cost. of 
approximately $6.50 per person--by any standard, extremely low. 
This Health Fair setting brings msny new persons into the health 
Service system, most of whom would not have become involved in 
any other way. It determines the sick from the well. While the 
multiphase screener is obviously not the complete answer to sol- 
ving the entire medical cave system, it eatablished @ diagnosis 
in the individual which can be followed-up. an alternative exists 
in many places in the area and consists of attempted treatment 
of symptoms only. The cabinets of many mountain and country 
families look like drugstore shelves, 

Another positive feature 1s very important. Undoubtedly, pro- 
Jects of this kind carry the medical school from the campus into 
the area of the local communities which are involved in their 
own health problems. In this way the student sees what the prob- 
lems are firsthand, rather than having it demonstrated only in 
lectures and classes. This setting is surely the laboratory for 
community medicins. 

As I look bask, and then ahead, something very significant 
happened to Vanderbilt. The faculty recognized the need for an 
administrative structure, a home or an umbrella as it were, 
through which student projects both for the summer and with 
Continuity throughout the year could be supported, supervised 


and financially administered. On January 6,1971, it established 
D1 4 


& new aoademic division, the Center for Community Health. This 
center ig currently in ites formative stage and is the result of 
the need to meet the strong interest of a new generation of 
Students and faculty on the Vanderbilt campus in problems ar‘sing 
irom the obWiou# inability of the health! eystem to provide equal 
Siandaxvdg of maintenance or to make available to all citizens 
00d medical gare. in concept then, it is interuniversity, invol- 
ving the Law School, Economics and Management, Nursing, Religion, 
Engineering, Health Soiences, and Medicédne so that they can join 
together in concept and in training to establish a faculty (in- 
cluding a field faculty) with equal rights and privleges with 
steroid chemists and potential Nobel laureates. This faculty 

will be available as a team to use multidisciplinary approaches. 
One objective is the development of expertise in faculty and 
students in all or many phases for the delivery of health oare 
for the future of our society. The center, then, has been created 
to serwe as a focus for common interest and interaction and to 
snoourage the use of campuswide resources provided by students 
and faculty in efforts to attack the problems of health. 

It is obvious that the strength of this vanderbilt concept 
lies in the fact that it was created by the students and faculty; 
therefore, 1t acknowledges the fact that there will be need for 
wide faculty support in order to make it truly work. Centers that 
have been created out of a department or as a fundraising gimmick 
or an experimen: in medical education have not received wide fac- 
ulty support and have been correspondingly difficult to make 
effective end to achieve the objectives for which they were designed 

In conolusion, I am reminded that Dr, Jacobi must have enjoyed 


the following quote from Dr. Mary Putnam Jacobis When asked what 


rr pl all 


she wanted from life, she answered, “Everything that the experi- 
ence of thousands of years shows that it has in store for us.” 
While not nearly so ambitiscus, I expect to be around to observe 


what the next few years has in store for the next generatio; of 


students. 
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Skin Disorders 
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GENITO-URINARY SYSTEM 
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Congenital Anomaly 
Inflamation of the Eye 
Cataract 

Glaucoma 

Impaired Vision 
Strabismus 

Acute Otitis Media 
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Number Without Physical Exam: 


Respiratory Disorders 
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Gastro-Intestinal 
Neuro-Muscular 
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Nervous or Sensory Disorders 
Skin Disorders 


(.0 
AT 
At 
ACT 3 


Aq 


*Percent of Total Number of Diagnoses 
Also note that some people may have more than one disorder 


Percent of Total* 





ETOWAH 
RESPIRATORY SYSTEM 


Malignant Neoplasm 
Benign Neoplasm 
Congenital Malformation 
Acute Bronchitis 
Chronic Bronchitis 
Emphysema 

Asthmatic Bronchitis 
Pneunoconiosis 
Bronchiectasis 
Sinusitis 
URI | 

Pneumonia 
Tonsillitis 
Hypertrophic Tonsils 
Strep Throat 
Active TB 
Inactive TB 

nlisted or Undefined 


Totals 


Dit 


a. sae 





tot _oooortr tt oooooitt 








totrrRPooonrtrri1irooroiti 


torooo0oooritrooooit! i 





torooo0c0o!t!itoo00ood! tf, 





IiCoi ooo00or if stoo00ooi | 








tor orracitrt1rooooot ti 





thotroooo0oo!t ti tooooot i 


Age Groups 


ree ae ae eee 


‘Tre otroooo0oo!rtirroooi! 


ter odododcort Pt oooooi!tt 


iGeesert soneet 





tre trooooortrti trtoorooit 





4 





torprooooortrtitrooooodiii 
iri oqooo0o0ot rt onocoil ’t 





ON 


sb 


rhpPo~p~mooooo!t i tonnooil ip 


Oo 


° iorwroooood! srt_RWwWOOOt! !t 


4 


ETOWAH Age Gro Groups 


et 


Si Sees 


CARDIO-VASCULAR SYSTEM Qn5 | 6- 8-24 2 by 35-44 h5. 5k, | os 6 
Ra's y) vee i) ee EL 
Congenital Malformations Pcucod Ws ae eaasia’ Lynam 8 0 0 0 0 0 0 OraO Opme0 0 
Valvular Heart Disease Ones | 0 O Oo0 0 O Ona0 i 6 | 0 O 0 0 
Coronary Artery Disease Ora Ome lo Or dO 0-50 0 0 0 0 Sy ak 3°54 3 
Congestive Heart Failure Oue0 O}as0)" 0-30 0580 0) 0 Orme 0 2 0 
Arrthmia On0 0 0 O=0 Ora0 Ovge: OvmO se os} 0 
Hypertension 0 0 Om0 0 0 ye Xe) 5) 72 Ss) al 4 10 L 
Generalized ieee ouevenoet 0 0 (OsanO Oo 0 O28 0 ORO 0 0 2 eS 3 
Varicose Veins Ona0 ORC 0.0 0 0 OFs0 ie) 0 i “3 
Unlisted ox Undefined 0 0 0.20 0 O 0 0 O.g0 O20 nO) 0 
1 0 0 0 3°50 3°93 8 3 24 


Totals 


NS 
LW) 
pa 
p> 
© . 
Lv) 
ON 
t~ 
aN 
-s 
YS 
- 
Ww 
La) 
tun 
nN 





HEMATOPOIETIC SYSTEM 












Malignant Neoplasm 













ie 

Congenital Malformation 0 0 0 0 | 0 0 0 0 G0 inet 0 0 0 0 
Anenia x ee | Qininnd, 0-«0 Qin 0 0 0 0 Om=0 270 
Polycythemia On0 0 0 O57.0 OF0 0 0 0 0 1°50 1510 
Bleeding 0 0 Or O30 0 QO 0 0 Ovaed 0 0 OFe0 
Leukemia/Lymphoma Onno 0 0 0:20 On0 ioz0 0 0 1 0 0 0 
Local Adenopathy - - - - =e a Se oS oS aoe 
Unlisted or Undefined 0: 240 OF a0 On 41 0 0 0 0 | 0 QO 0 0 Omn0 
ne eee SSS ae 

6 ) U U 

iveaae gi % 2 2 i 0 





| = 

: Oo 
7 

rN) 
: ; 


TA 


Age Groups 


ETOWAH 
EPPS PR eR Ra 
GENITO-URINARY SYSTEM 


Benign Neoplasm 
Malignant Neoplasm 
Congenital Malformation‘ 
Renal Insufficiency 
Glomerulonephritis 
UTI 
Calculi 
BPH 
Menstrual Disorders 
Inflamatory Disease 
(Incl. GC) 
Undescended Testis 
Syphilis — 
Abnormal Pap Smear 
Cystocele or Rectocele 
Unlisted or Undefined 


i 










NOOO jf 






mi ooot 








NOOO coal 


Slo0100 oootiortooot 

AWOt1aoo0 noorrtiooot|F 
20100 OOF: Oo! 

FIMFITrFO COOL OoO!ILooo°o! } 
WOOO CONIOHTWwor! 


Lo) 
Xa 
- 
© 


Fl rFOtow: ooo!tdo0icooi! 
WiOrFtlOooOo ooo! 
WMWiori no Qooitot 


~~ 
Wa 

_ 

nN 
p~s 
~) 






Totals 


bre 2Ot'oo oorFtotioori:;: 


GASTRO-INTESTINAL SYSTE 








Malignant Neoplasm - = - - - - ee manatee hie ae eS igs 
Congenital Malformation - - - - - = - - - - -= «= s = S's 
Dental Caries ate 28 27 QO 1.0 Oma Nee | 2 00 tome0 
Edentulous 0) 30 0: 0 0 0 0 O 3 3 0 6 3 13 13 16 
Peptic Ulcer Disease 0 0 0 0 0 9 2° A ture 3: 0 2012 AOD 
Fnterocolitis 0 0 Ga=0 05:30 0.1 0 0 0 0 Heo vee 
Cirrhosis ae, 0 0 | 0 0 0 00 0 0 0 0 ae ae eae 
Hernia 2.2 1 0 | 0 0 1 0 0 0 1 0 3 0 27 0 
Parisitic Infection 2 0 Lapel Onc 0 0 0 0 0 0 0 0 0 0 
Unlisted or Undefined 0 0 Ofer omero 0 0 Os get 0 0 Cee Fees Ie 
Se OE Te coos gf ee GAR eves De ROLY 

6 0 rn So) | 12 18 20 21 


Lae) 
fey 
te 
© 


ee Totals 
W 16 9 | =--0 
(SRN A anion Wn BOC eS Oa 2 mall ee 6 a 14 11 | 30 Ly 


SPE OT ENS IED IDS FORA te OS 0s OT Pee eoeess Ih we ren Bees, were eae Pe ON, Ces ces 


a PEOWAR 
NEURO-HUSCULAR SYS 





Benign Neoplasn 
Congenital Malformation 
Rheumatoid Arthritis 
Osteoarthritis 
Osteoporosis 

Acquired Deformity 
Scoliosis 

Unlisted or Undefined 


Totals 


Non-obese Nutritional Disom 


Diabetis Nellitus 
Thryoid Disease 
Adrenal Disease 
Gonadal Disease 
Obesity 

Gout 

Allergic (Non-Asthma) 
Eypercholesteremla 
Non-Neoplastic Breas* 
Benign Breast Neoplasm 
Nealignant Breast Neoplasm 
Unlisted or Undefined 


Totals 


Lae 


Kwiorhtrsti_o oofrotrioor 


o7jotrte_ oot!~e ott ooo 


—_—_—_— 


NIIOot t@§ tooiwntiirereoo 


rie nrooooc! 


N?tt Ooo 


Nioti toot 


olotttoor1ottaodo 


olooooooo lst, 


Mio tl OOlrRIt tooo 


RFP inooooro°9t iii 


Age Groups 
25-34 5- 


oOforttootottooo 


FID OrFOOOO ! 


t@+rireoootrYtitaoood 


Nott §t OO! Ott ono 


OMoooo°°d! ~ 





Lydy 


WlOh 1 tOOlott PRO 


45~ 


mm ptt @teKRo tort trocosé 





Ke DOoooro;d i 






Nol iraoo 


iy poli be Sof Leyla) 4 | 






mw bt li tootritoor 





KM OOdOCrFOO! EY 


12 







Dt tri ortiwmtitoro 


! 


eee 
Lt ON 
CoOpdorrNAOO!I | 


& 


ae 











tt rootritiornao 
hte troor1 ott nwo 


a) 
WwW 


ETAWAH 


NERVOUS SYSTEM AND SENSES . 


Congenital Anomaly 
Inflamation of the Eye 
Cataract 
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Acute Otitis Media 
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Total Number of People: 49] 


Number of People with Diagnosis: 


Number Requiring Follow-up: 
Number Followed 


Number Without Known Diagnosis: 


Number without Known or Suspected: 
Diagnosis 


Number Without Physical Exem: 
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Cardio-Vascular Disorders 
Hematopoietic Disorders 
Genito-Urinary 
Gastro-Intestinal 
Neuro-Muscular 
Allergic-Metabolic-Endocrine 
Nervous or Sensory Disorders 
Skin Disorders 
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Strep Throat 
Active TB 
Inactive TB 
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Congenital Anomaly 
Inflamation of the Eye 
Cataract 
Glaucoma 

Impaired Vision 
Strabismus 

Acute Otitis Media 
Otitis Externa 
Chronic Otitis Media 
Perforated Eardrum 
Impaired Hearing 
Peripheral Sensory Defect 
CNS Vascular Disease 
Epilepsy 

Parkinson's Disease 
Migraine 
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Total Number of People: 404% 8 
Number of People with Diagnosis‘ QiT le 3 


Number Requiring Follow-up. 40 - 
Number Followed 532 
Number Without Known Diagnosis: 323 
“Number Without Known or Suspected? 442 | 
- Diagnosis 
‘Number Without Physical Exam: 131 


Percent of Total* 


Respiratory Disorders 
Cardio-Vascular Disorders 
Hematopoietic Disorders 
Genito-Urinary 
Gastro-Intestinal 
Neuro-Muscular 
Allergic-Metabolic-Endocrine 
Nervous or Sensory Disorders 
Skin Disorders 





*Percent of Total Number of Diagnoses 
Also note that some people may have more than one disorder 
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Defect 


CHS Vascular Disease 


Epilepsy 
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Totals 
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Unlisted or Undefined 
Benign Neoplasm 
Malignant Neoplasm 


Sciatica 


Chronic Otitis Media 
Perforated Eardrum 
Parkinson's Disease 

Mental or Brotional Diseasé 


Impaired Hearing 
Peripheral Sensory 
Higraine 


Acute Otitis Media 
SKIN 


Otitis Externa 


Inflamation of the Eye 


Cataract 


Gleucoza 


Impaired Vision 
Strabi caus 
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Equipment, Advisory, and Funding Sources and Budget - 1971-72 
Vanderbilt Student Health Coalition - Bural Project 

Vanderbilt University - advisory aid, equipment, and administrative 
POAISUICes 

Tennessee Valley Authority #- health mobile units for screening 
nhvaleave and lab tests, blood analysis, 
and advisory aid 

Publis Health Department - immunizations 


Budgets 

Appalachian Regicnal Comaission | $100,000 
New World Foundation | 25,000 
Field Foundation __ | , 15,000 


TOTAL $140,000 
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Student Health Coalition. 
Appalachian Project. 


Community outreach III. 
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